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ABSTRACT
Contraceptive Use and Sterilization Among People with Disabilities
by
Gabrielle deFiebre, MPH
Advisor: Diana Romero, PhD, MA

Background
Approximately 20% of individuals in the United States (US) have a disability, with 1 in 4
adult women above the age of 18 having a disability. People with disabilities include individuals
who may experience difficulties with mobility, cognition, independent living, vision, hearing,
and/or self-care. Disabled people face physical/environmental barriers, provider-level barriers,
and system-level barriers in accessing health care, including sexual and reproductive health care,
and are more likely than people without disabilities to have unmet medical needs. Four recent
studies have indicated that those with disabilities are more likely to have received female
sterilization as a family planning service than those without disabilities and are less likely to use
moderately effective hormonal methods. Researchers expressed concerns that these findings may
be related to the historical use of sterilization as a form of reproductive coercion to advance
eugenics principles, or that it may be due to provider or patient knowledge gaps, ableism, and/or
barriers to accessing other forms of contraception. These prior studies have focused on one or
more disability groups and often combined groups; no prior study has attempted to report on all
six disability categories as defined by the National Survey of Family Growth (NSFG).
Furthermore, no recent studies have explored reasons for sterilization among those with
disabilities.
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Methodology
I conducted a sequential explanatory (QUAN → QUAL) mixed methods study to
quantitatively describe patterns in reversible and permanent contraception methods and
qualitatively understand factors that influence contraceptive decision-making, particularly related
to sterilization. I combined data from three cycles of the NSFG (2011-2013, 2013-2015, 20152017; n = 10,822) comparing female respondents with and without disabilities and by type of
disability. For the qualitative portion of the study, semi-structured interviews were conducted
with 26 individuals with physical disabilities about their contraceptive use and decision-making.
For the quantitative portion of the study, data analysis was conducted in SPSS version 26
and 27, using the Complex Samples module (SPSS Inc., Chicago, Ill., USA). Selected variables
included independent variables relating to disability (any disability, difficulties with mobility,
cognition, independent living, vision, hearing, and/or self-care), a priori hypothesized
confounders relating to demographic characteristics and health status that were included in all
adjusted models, and dependent variables relating to contraception used in the month of the
interview and sterilization. All analyses used sample weights to approximate population-based
estimates. Bivariate analyses (Rao-Scott Chi-square test), unadjusted and adjusted logistic
regressions, multinomial logistic regressions, and linear regression models were run. Five main
outcomes were examined: 1) contraceptive use versus nonuse, 2) type of contraceptive method
used, based on effectiveness (i.e., low, moderate, high), and 3) current use of tubal/female
sterilization. Among those who reported tubal/female sterilization, I also examined 4) age at
sterilization, and 5) reason for sterilization. Two additional secondary outcomes were examined
as well: 1) current contraceptive use of a method that requires contraceptive supplies or
procedures, and 2) type of contraceptive method used based on four categories grouped by
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shared features (i.e., sterilization, LARC, non-LARC prescription methods, non-prescription
methods). For the qualitative portion of the study, demographic and contraceptive use data were
collected from all participants using a screener survey. Interviews were audio recorded,
transcribed, and uploaded to a qualitative data analysis software (Dedoose) for analysis using
grounded theory methodology.
Results
Respondents with difficulty concentrating or decision making had lower odds of using
any method relative to respondents without this disability; those with difficulty walking or
climbing stairs or difficulty dressing/bathing had significantly higher odds of method use
compared with those who did not have these difficulties. Those with any disability, those with
difficulty concentrating or decision making, and those with difficulty seeing had higher odds of
using high effectiveness methods than moderate effectiveness methods compared to those
without these disabilities.
Respondents with any disability type were more likely to have received sterilization.
Increased odds of sterilization was found among respondents with any disability, difficulty with
concentrating or decision making, difficulty walking/using stairs, dressing/bathing, and difficulty
doing errands alone. In adjusted models, only those with difficulty doing errands alone were
significantly more likely to be sterilized at a younger age. A greater percentage of those with any
disability reported that they had medical reasons for their sterilization and a greater percentage of
those without a disability reported that they or their partner had all the children they wanted
before getting their sterilization.
All 26 interviewees had a physical disability. The average age of participants was 30.1
years and a little over half of participants were White. Qualitative analysis of the interview
v

transcripts produced four themes with several subthemes: 1) Discrimination Experienced: Built
Environment/Microaggressions (Structural Factors); 2) Mixed Experiences with Insurance
Coverage and Provider Interactions (Health Care System Factors); 3) Contraceptive DecisionMaking (subthemes: a. Discussions with Health Care Providers and Valued Others that Promote
or Impede Contraceptive Autonomy (Patient Factors and Provider Factors), b. Medical Aspects
of Disability Impact Method Choice (Patient Factors and Provider Factors), c. Convenient and
Easy to Access Methods (Patient Factors)); 4) Barriers and Enablers to Accessing Reproductive
Health Care (subthemes: a. Office Accessibility (Clinical Encounter), b. Provider Trust,
Communication, and Attitudes (Clinical Encounter and Provider Factor), c. Access to
Transportation (Patient Factor)). For the interviews with participants who had been sterilized,
three themes emerged: 1) Most, But Not All, Wanted a Sterilization and Fought to Get One; 2)
Reasons for Sterilization: Disability or Medical Aspects of Disability Led to Sterilization; 3) Had
to Convince Provider…But Not as Much.
Interviewees noted multiple barriers to accessing reproductive health care, or medical
reasons for not using particular contraceptive options, which might help explain why people with
any disability in the NSFG were less likely in the national survey data to use any method. Those
who reported difficulty walking/climbing stairs in the NSFG were more likely to use any method
than those who did not report this difficulty, which might be due to those with physical
disabilities wanting to control their period or try to best plan their pregnancy in the context of
medical conditions. Some of the participants who had undergone a sterilizing procedure
indicated that their disability may have had an impact on why their physicians did a tubal
ligation. Similarly, NSFG respondents with disabilities were more likely to report a medical
reason for their sterilization than respondents without disabilities.

vi

Discussion
Based on previous studies, I hypothesized that those with disabilities in the NSFG would
use moderately effective methods less frequently than those without disabilities, which was
found for those with any disability or those with difficulty concentrating or decision making or
who had difficulty seeing. I found that the greater odds of more effective contraceptive use
among those with disabilities appeared to be driven by the greater odds of sterilization. These
results reflect other studies’ findings that those with disabilities were more likely to have
received sterilization but expand upon the findings by reporting on the reasons for sterilization.
Themes found in qualitative interviews regarding contraceptive use and decision-making
were similar to those found in studies focused on those without disabilities. The barriers and
enablers reported by interviewees are reflective of barriers and enablers reported in other studies
on reproductive health care among people with disabilities. The present study expanded upon
previous studies that have used the NSFG by including an additional cycle of data and examining
disability subgroups, while the qualitative interviews of those with disabilities expanded upon
the differences in contraception found in the NSFG data.
Conclusion
Additional research should explore in more depth how medical conditions may impact
the desire to seek sterilization. Future studies should include those with more severe disabilities
or in non-community settings to see if contraception use and sterilization differ among these
groups, and should also include those with intellectual or developmental disabilities.
Furthermore, given the historical context of forced sterilization, additional studies should
investigate the practices of medical providers doing sterilizing procedures to get a better
understanding of how a patient’s disability or medical condition may impact their decision to
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provide this medical care. Finding the balance between practices that promote autonomy and
reduce coercion among patients with disabilities could lead to the development of decision tools
or practice recommendations. The thematic findings from the qualitative interviews also
highlighted the need for better medical education about disability; the impact of medical
conditions on contraceptive safety and use; a need for more clinical data on safety of methods
(beyond CDC’s chart of U.S. Medical Eligibility Criteria for Contraceptive Use) for those with
disabilities to be able to inform medical guidelines; better resources for patients with disabilities;
and, the creation of more accessible offices and spaces.
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Chapter 1: Introduction
Overview and Literature Review
Approximately 20% of individuals in the United States (US) have a disability,1 with 1 in
4 adult womena above the age of 18 having a disability.2 People with disabilities include
individuals who may experience difficulties with mobility, cognition, independent living, vision,
hearing, and/or self-care.2 Disabled people face physical/environmental barriers, provider-level
barriers, and system-level barriers in accessing health care and are more likely than people
without disabilities to have unmet medical needs.3 Despite being such a large percentage of the
population and having the same sexual and reproductive health needs (e.g., sexually transmitted
infection (STI)/HIV and cervical cancer screening, contraception, and pregnancy care, if
childbearing) as people without disabilities, people with disabilities face barriers in accessing
sexual and reproductive health care.4,5,6 Barriers to accessing care include physical/environmental
barriers (e.g., non-adjustable exam tables, lack of access to and within physicians’ offices, and
issues with transportation to/from a clinic),4,5,6,7,8,9 provider-level barriers (e.g., provider
attitudes, biases, and lack of education about the needs of people with disabilities),6,7,9 and
system-level barriers (e.g., lack of insurance or issues with public insurance,10 time/scheduling
constraints at clinics,11 and insurance reimbursement policies11). These barriers may play a role
in why those with disabilities are less likely to receive cervical cancer screening,9,12 needed
pelvic exams,13 prenatal care,14 and family planning services than those without disabilities.15

I use the words “women” or “female” in this sentence and in other places in this dissertation due to the measures
and definitions used in the studies cited, as well as the National Survey for Family Growth (NSFG), but I
acknowledge that sex is different from gender, and thus not only women, as a gender, have uteri or use
contraception. I use language inclusive to transgender, non-binary, and gender non-conforming individuals wherever
possible.
a
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Four recent studies15-18 using nationally representative data have indicated that those with
disabilities are more likely to have received female sterilization as a family planning service than
those without disabilities and are less likely to use moderately effective hormonal methods (e.g.,
pill, patch, ring and injectables), even after adjustment for confounders (e.g., age, race/ethnicity,
education, insurance, marital status, parity and self-reported health). Some of these studies16,18
have found that contraceptive use and sterilization rates differed by type of disability; those with
cognitive disabilities were found to have higher rates of sterilization than those without these
disabilities and those with physical disabilities. Researchers expressed concerns that these
findings may be related to the historical use of sterilization among disabled people as a form of
reproductive coercion to advance eugenics principles,18 or that it may be due to provider or
patient knowledge gaps,7 ableism,7 and/or barriers to accessing other forms of contraception.7
Mosher and colleagues used the 2011-2015 National Survey of Family Growth (NSFG)
to calculate estimates of family planning services among female respondents with and without
disabilities between the ages of 15-44.15 They combined these into an aggregate dichotomous
variable of “no disability” and “any disability.”15 They found that approximately 17.8% of
respondents reported at least one disability, and that female respondents with disabilities were
less likely than those without disabilities to receive family planning services (37.7% vs. 42.4%,
p<0.01). These differences varied by subgroup though, with the largest proportion of those not
receiving family planning services occurring among disabled female respondents who were
Black, had lower educational attainment, lower income, and those who were unemployed, which
is consistent with the notion that social determinants of health intersect with disability status.15
That is, those who were non-Hispanic Black and disabled were less likely to have received a
family planning service than those who were non-Hispanic Black and not disabled, and those
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who were disabled with less education were less likely to have received a family planning
service than those who were in the same educational bracket and not disabled, with the same
pattern found for income and employment status.15 These findings are consistent with the Black
feminist theory of intersectionality, which was developed in 1989 by civil rights advocate
Kimberlé Crenshaw.19 Crenshaw argued that the experience of being a Black woman could not
be conceptualized as being Black and being a woman as two different identities, but that multiple
forms of oppression or discrimination based on social categories like race, gender, class, and
(dis)ability overlap and intersect. People with disabilities are in various racial and socioeconomic
groups, and it is important to consider how these identities may overlap to create unique
vulnerabilities and strengths.
Wu and colleagues20 also analyzed data from the 2011-2013 NSFG and found that female
respondents with disabilities used moderately effective methods (e.g., pill, patch, ring, and
injectables) less frequently than those without disabilities (25.6% vs. 37.9%, p<0.01) and were
more likely to report contraceptive nonuse than those without disabilities (26.7% vs. 15.3%,
p<0.001). Furthermore, in another analysis of the 2011-2013 NSFG, Wu and colleagues found
that even after adjustment for factors related to sterilization (age, race/ethnicity, education,
insurance, marital status, parity and self-reported health), female respondents with disabilities
had higher odds of sterilization than female respondents without disabilities (aOR 1.36, 95% CI
1.03, 1.79).17 Mosher and colleagues21 also analyzed data from the NSFG from 2011-2015 and
similarly found that female sterilization was higher among respondents with cognitive
disabilities (aOR 1.54, 95% CI 1.12-2.12), those with physical disabilities (aOR 1.59, 95% CI
1.08-2.34), and those with both cognitive and physical disabilities (aOR 2.67, 95% CI 1.71-4.16)
than those without disabilities, even after controlling for age, parity, race, insurance coverage,
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and experience of unintended births, although they did not report sterilization among people with
sensory disabilities (i.e., vision or hearing disabilities). Similarly, Haynes and colleagues
analyzed data from the 2013 Behavioral Risk Factor Surveillance System and found that a
greater percentage of female respondents with disabilities reported using permanent methods
(i.e., male or female sterilization) at last intercourse than those without disabilities (29.3% vs.
23.2%, p<0.05), and a greater percentage of female respondents with disabilities than those
without disabilities reported using female sterilization at last intercourse (21.8% vs. 14.1%,
p<0.05).16 Furthermore, they found that use of contraception varied by type of disability: a
greater percentage of those with mobility disabilities (36.4%), self-care disabilities (41.9%), and
independent living disabilities (35.3%) reported using sterilization than those without disabilities
(23.2%, all p<0.05), after adjusting for age, race/ethnicity, marital status, education, health
insurance status, and parity.
Li and colleagues18 used data from the 2011-2015 NSFG to compare female sterilization
rates between those without disabilities, those with non-cognitive disabilities, and those with
cognitive disabilities. They found that both groups of female respondents with disabilities had
higher sterilization rates than those without any disabilities (24.7% non-cognitive disabilities
[NCD], 22.1% cognitive disabilities [CD], 14.8% no disabilities [ND], p<.05), were younger
when sterilized (mean ages: NCD 28.3, CD 28.5 years, ND 30.1 years; ND vs. NCD p<0.051;
ND vs. CD, p<0.05) and had higher rates of hysterectomy than those without any disabilities
(NCD 6.2%, CD 6.0%, ND 2.2%, p<0.05). After adjustment for age, race and ethnicity,
education, health insurance status, poverty status, marital status, parity, and self-rated health
status, only those with cognitive disabilities had a significantly higher odds of sterilization
compared to those without disabilities (aOR 1.54, 95% CI 1.19-1.98).9 Also, the odds of
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receiving a hysterectomy was greater among those with cognitive disabilities (aOR 2.64, 95% CI
1.53, 4.56) compared to those without disabilities, and those with cognitive disabilities were
sterilized at a younger age (27.3 years, 95% CI 27.0, 27.6) than those with non-cognitive
disabilities (28.3 years, 95% CI 27.9, 28.8) and those without any disability (29.8 years, 95% CI
29.5, 30.0).18 Overall, this study found differences between those without any disability and
those with cognitive disabilities, as well as those with a non-cognitive disability and those with a
cognitive disability.
Mosher and colleagues21 similarly analyzed the NSFG and found that female sterilization
was higher among female respondents with cognitive disabilities (aOR 1.54, 95% CI 1.12-2.12),
those with physical disabilities (aOR 1.59, 95% CI 1.08, 2.34), and those with both cognitive and
physical disabilities (aOR 2.67, 95% CI 1.71, 4.16) than those without disabilities, even after
controlling for age, parity, race, insurance coverage, and experience of unintended births. Female
respondents with physical disabilities were less likely to use the pill than those without
disabilities (aOR 0.57, 95% CI 0.40, 0.82), and those with cognitive disabilities were more likely
to report contraceptive nonuse (aOR 1.90, 95% CI 1.36, 2.66).21 They did not report sterilization
among people with sensory disabilities (i.e., vision or hearing disabilities).
Wu and colleagues17 argued that differences in sterilization rates between those with and
without disabilities may be due to variations in access to long-acting reversible contraception
(LARC). Recent trends in the US have indicated that between 2002 and 2013 LARC use
increased (2.4% to 11.6%) while female sterilization decreased (27% to 25%), but it is not yet
known if these trends are also occurring among those with disabilities.17 Haynes et al.16 did not
find statistically significant differences in LARC use between those with disabilities and those
without disabilities (1.8% for both groups for the implant and 6.5% [disability] vs. 8.1% [no
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disability] for the IUD) in the 2013 Behavioral Risk Factor Surveillance System (BRFSS). In
another study, Wu and colleagues22 found that female respondents with intellectual and
developmental disabilities had a significantly decreased odds of getting LARC (OR 0.43, 95%
CI 0.38-0.48) compared to those without these disabilities. Barriers to LARC access may
disproportionally affect those with disabilities because of the barriers discussed previously (e.g.,
non-adjustable exam tables, provider bias, insurance coverage).17
A recent qualitative study with 31 women with disabilities (physical disabilities, multiple
disabilities, hearing disabilities, intellectual disabilities, and visual disabilities) who experienced
an unintended pregnancy found that all but one participant reported barriers to accessing family
planning services.6 These barriers included inaccessible medical equipment, needing to bring
care partners to appointments, which impacted the ability to freely discuss sexual activity with
their clinician, financial and insurance barriers, and health care provider biases. Participants also
felt like health care providers were not willing to work with them to explore options that might
work for their particular circumstances relating to their disability or medical conditions. This
research highlights the barriers disabled people face in accessing reproductive health care, and
the potential consequences, like an unintended pregnancy.6
Taken together, these estimates from two population representative surveys (the NSFG
and the BRFSS) show that women with disabilities are more likely to have undergone
sterilization than those without disabilities, even after adjustment for confounders, but additional
information is needed on how this differs by disability type. The reasons for these differences in
contraception use, particularly regarding sterilization, by disability status is unknown, but may
be due to individual- or clinical-related factors, or systemic and structural factors like insurance
status, ableism, or racism. Health care providers may advise people with disabilities to prevent
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pregnancy (possibly because of knowledge of higher rates of adverse pregnancy outcomes
among those with disabilities),16,17 or those with disabilities may experience negative attitudes
from physicians about pregnancy among people with disabilities.16 Those with cognitive
disabilities may also have limited knowledge of sexual health.16,17 Researchers who have
investigated the differences in sterilization rates express concern that this disparity may be
related to the historical use of sterilization as a form of reproductive coercion to advance
eugenics objectives,18 provider or patient knowledge gaps, and/or barriers to accessing other
forms of contraception.17
The issues people with disabilities face in accessing sexual and reproductive health care
demonstrate the need to address social determinants of health in sexual and reproductive health
programs, interventions, and policies. Utilizing a sexual and reproductive justice framework can
account for and seeks to address these social determinants and disparities. This framework
addresses reproductive rights as human rights and is utilized with the aim of ensuring all persons
have the resources they need for their sexual and reproductive well-being, the freedom to access
these resources as needed or desired, and the right to parent or not to parent.17 It is also important
to recognize the historical context of reproductive interventions, wherein coercion and unethical
practices have led to concerns and decreased trust of reproductive healthcare providers.15,16,17,23
Regarding this historical context, people with disabilities have been systematically
disadvantaged for many years. Starting in the mid-19th century, disabled people in the United
States were institutionalized.24 Only during the 1960s and 1970s were these institutions critiqued
and encouraged to close.24 People with disabilities have also been the subject of legalized acts of
reproductive coercion, including forced sterilization.23,25 In 1927, the United States Supreme
Court upheld the state’s power to forcibly sterilize individuals who were “socially inadequate” in
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Buck v. Bell (in an 8-1 decision).24 Buck v. Bell upheld the Virginia Sterilization Act of 1924 that
allowed 18-year old Carrie Buck to be involuntarily sterilized.23 Forced sterilization like this was
legal in several states and occurred in institutions until 1979.23 As such, reproductive and
contraceptive autonomy for those with disabilities, given this historical context and continued
ableism, is incredibly important. Contraceptive autonomy can be defined as “…the factors that
need to be in place in order for a person to decide for themselves what they want in regards to
contraceptive use, and then to realize that decision” and means that these decisions need to be
made without coercion from physicians, family members, or significant others.26
Prior quantitative studies using the NSFG focused on one or more disability groups and
often combined groups, but no prior study has attempted to report similarities and differences in
contraceptive use patterns on all six disability categories because of limitations in sample size.
Aso, no prior study has looked at differences by disability status in reasons for sterilization.
Furthermore, few studies have attemped to examine the reasons for sterilization from the patient
perspective. I have therefore conducted an additional analysis of the NSFG using three cycles of
the survey, and included a qualitiative study of 26 in order to understand factors that impact
contraceptive and sterilization use among disabled people, as well as understand how historical
and current forms of oppression, such as ableism, may impact this use. Current quantitative
surveys are limited in their ability to capture lived experiences of disabled people and nuances of
their interactions with society, health care systems, and providers, therefore this additional
qualitative component adds to the quantitative analysis of the NSFG.
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Theoretical Framework
The conceptual framework for this study (Figure 1) is meant to contextualize
contraceptive decision-making and access to contraceptive care and is informed by Kilbourne
and colleagues’27 framework for advancing health disparities research within the health care
system, the theory of planned behavior,28 and intersectionality theory.19 This framework features
multiple levels that includes key potential determinants of health disparities at the individual,
provider, and health care system level.27 This framework was developed to be applied to health
disparities occurring in a vulnerable population, as defined “as groups that have faced
discrimination because of underlying differences in social status, which can lead to potential
gaps in health or health care.” For this study, the framework was adapted for health care use by
those with disabilities as the vulnerable group, and includes some disability-specific factors, such
as disability-specific knowledge, ableism (discrimination and social prejudice against people
with disabilities, including internalized ableism and stigma)29, insurance and time barriers, and
attitudes about disability.
The framework was also adapted to include elements of the theory of planned behavior as
part of patient-level factors.28 The theory of planned behavior, which was developed from the
theory of reasoned action (originally proposed by Martin Fishbein and Icek Ajzen), in relation to
contraceptive use posits that intention and then related behavior are directly influenced by (1)
attitudes, or the beliefs about the likely outcomes of using contraception and the evaluations of
these outcomes, (2) subjective norms, or beliefs about the normative beliefs of others about
contraception and the motivation to comply with these expectations, and (3) perceived
behavioral control, or beliefs about the presence of factors that may facilitate or impede using
contraception and the perceived power of these factors.28 Lastly, the third theory that informed
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this study is intersectionality.19 Multiple forms of oppression or discrimination based on social
categories like race, gender, class, and (dis)ability overlap and intersect. People with disabilities
are in various racial and socioeconomic groups, and it is important to consider how these
identities may overlap to create unique vulnerabilities and strengths. Ableism and its intersection
with other “isms” (e.g., racism and classism), intersect to create unique vulnerabilities for those
with disabilities that may influence access to medical care or care seeking behaviors, so these are
included as structural factors that impact all aspects of the framework. This framework was used
to identify gaps present in what the NSFG measured that could be addressed in the qualitative
interviews, and therefore was used to develop the in-depth interview guide, as described below.
Specific Aims
I conducted a mixed methods study to quantitatively describe patterns in reversible and
permanent contraception methods and qualitatively understand factors that influence
contraceptive decision-making, particularly related to sterilization. I combined data from three
cycles of the NSFG (2011-2013, 2013-2015, 2015-2017), comparing female respondents with
and without disabilities and by type of disability (including all six disability subgroups included
in the NSFG). Semi-structured interviews were conducted with 26 individuals with physical
disabilities about their contraceptive use and decision-making. The interviews were restricted to
those with physical disabilities, as there have been few recent qualitative studies investigating
contraceptive decision-making, particularly focused on the use of sterilization, in this population.
Furthermore, there is a need for a theory-informed investigation of factors that influence female
sterilization decision making in context of the recent increase of LARC use within the US.17
Those with physical disabilities, particularly those with mobility limitations, may face unique
barriers to obtaining IUDs, which are currently the most popular form of LARC that offers years
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of pregnancy prevention and are as effective as female sterilization. Furthermore, there are
additional ethical considerations that would need to be made for those with cognitive disabilities,
which would be best suited for a larger study. Below are the aims of this mixed methods study.
AIM 1: To estimate the prevalence of current contraceptive use and types of contraceptive
methods used among female respondents with disabilities and differences in contraceptive use by
disability type, adjusting for demographic variables, using three cycles of the NSFG (2011-2013,
2013-2015, 2015-2017, N=10,781).
Hypotheses: After adjusting for demographic differences, current contraceptive use
(versus nonuse) and types of methods used will differ by disability status (yes/no) and disability
type (cognitive versus non-cognitive disabilities). Female respondents with disabilities will be
more likely to not use a method than those without disabilities, and female respondents with
disabilities will use moderately effective methods (pill, patch, ring, and injectables) less
frequently than those without disabilities. Female respondents with cognitive disabilities will be
less likely to use moderately effective methods than female respondents with other non-cognitive
disabilities.
AIM 2: To estimate sterilization rates among female respondents with and without disabilities
and by type of disability and reasons for sterilization, adjusting for demographic variables, using
three cycles of the NSFG (2011-2013, 2013-2015, 2015-2017).
AIM 2a: To assess whether sterilization rates and reasons for sterilization differ by type
of disability.
Hypothesis: Sterilization rates will differ by disability status and type of disability.
Those with disabilities, especially those with cognitive disabilities, will be more likely to have
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undergone sterilization than those without disabilities or those with other disabilities after
adjusting for demographic differences.
AIM 2b: To assess whether age at sterilization differs by disability status and/or type of
disability.
Hypothesis: Those with disabilities will be sterilized at a younger age than those without
disabilities, and those with cognitive disabilities will be sterilized at a younger age than those
with other types of disabilities after adjusting for other demographic characteristics.
AIM 3: To qualitatively examine if/how individual-, environmental-, provider-, and system-level
factors contribute to contraceptive and sterilization decision-making, among people with
physical disabilities, via grounded theory methods.
AIM 3a: To assess how contraceptive use and sterilization are related to individual
decisions and preferences, and barriers to contraceptive care (e.g., provider bias, limited access
for people with disabilities).
The qualitative findings from Aim 3 were used to explore in more depth the quantitative
findings from Aims 1 and 2. This study investigated individual-, environmental-, clinical-, and
system-level factors associated with contraceptive use and sterilization among those with
disabilities, to contribute to the literature to help ensure reproductive autonomy of people with
disabilities.
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Figure 1: Conceptual Framework Contextualizing Contraceptive Decision-Making and
Access to Contraceptive Care For Individuals with Disabilities
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Chapter 2: Methodology
Study Design
This is a mixed methods study combining secondary analysis of publicly available data
for population-level estimates of contraceptive and sterilization use patterns among those with
and without disabilities in non-institutionalized US adults, and qualitative data from in-depth
interviews with physically disabled participants that expanded/extended the understanding of
these contraceptive and sterilization use patterns. For the quantitative portion of the study, I
combined data from the 2011-2013, 2013-2015, and 2015-2017 NSFG to ensure a sufficient
sample size.30-32 For the qualitative portion of the study, I collected in-depth interviews with 26
people with physical disabilities. The interviews were restricted to those with physical
disabilities, as there have been few recent qualitative studies investigating contraceptive
decision-making, particularly focused on the use of sterilization, in this population. Furthermore,
there was a need for a theory-informed investigation of factors that influence sterilization
decision making in context of the recent increase of LARC use within the US. Those with
physical disabilities, particularly those with mobility limitations, may face unique barriers to
obtaining IUDs, which is currently the most popular form of LARC that offers years of
pregnancy prevention and that is as effective as sterilization.6,7 Finally, there are additional
ethical considerations that would need to be made to include those with cognitive disabilities in
the qualitative study, which would be best suited for a larger study. Overall, this study utilized a
sequential explanatory mixed methods design (QUAN → QUAL), in that the quantitative data
findings informed the qualitative interview guide (see Figure 2). Furthermore, domains that were
not assessed by the NSFG were explored in the qualitative interviews (e.g., provider and clinical
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encounter factors). Table 1 summarizes the relationship between the NSFG measures, the
theoretical model, and the qualitative interview domains.
Data Sources
Aims 1 and 2 Data Sources: Quantitative NSFG Analysis
For the quantitative portion of the study, the data sources were the 2011-2013, 20132015, and 2015-2017 cycles of the NSFG, which used multistage probability-based, nationallyrepresentative sampling of non-institutionalized women between the ages of 15 and 49 in the US
age (until 2015, the NSFG only included women up until the age of 44). For this analysis I
included those up until age 49 as they were still eligible for the NSFG based on all other
factors.30-32 The survey is designed and conducted under the auspices of the National Center for
Health Statistics (NCHS), a division of the US Department of Health and Human Services.30-32
Since 1973, the NSFG has produced data on a variety of sexual and reproductive health
outcomes, including preventive sexual health care, sexually transmitted infections, contraceptive
use, fertility, and pregnancy.30-32 The NSFG oversamples those who are Hispanic or Black, teens,
and women, and thus sampling weights must be applied in statistical analyses in order to yield
nationally representative estimates.30-32 Data were collected via single-step in-person householdbased interviews by trained female interviewers using computer-assisted personal interviewing
(CAPI). Portions of the interview that were deemed to be highly sensitive were conducted via
audio computer assisted self-interview (ACASI).30-32
The United States Department of Health and Human Services established six
standardized measures for disability in 2011 and these were included in the 2011-2013 NSFG for
the first time and were included in subsequent cycles of the NSFG.15 These questions were
dichotomous yes/no questions and asked:
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(1) Do you have serious difficulty hearing?
(2) Do you have serious difficulty seeing, even when wearing glasses or contact lenses?
(3) Because of a physical, mental, or emotional condition, do you have serious difficulty
concentrating, remembering or making decisions?
(4) Do you have serious difficulty walking or climbing stairs?
(5) Do you have difficulty dressing or bathing?
(6) Because of a physical, mental, or emotional condition, do you have difficulty doing errands
alone such as visiting a doctor's office or shopping?
Aim 3 Data Sources: Qualitative Interviews
For the qualitative portion of the study, the data source was semi-structured interviews
conducted with those with physical disabilities. Interviews were conducted by me (Gabrielle
deFiebre), a doctoral student with training in in-depth interviews and qualitative research. I
identify as a cisgender, White, physically disabled person, and a wheelchair user. Unless it came
up naturally in our conversation during the in-depth interviews, I did not disclose my identities to
participants. The interview guide and survey were developed based on previous research and
knowledge about the topic, the findings from the quantitative analysis, as well as the theoretical
framework described in Chapter 1. My personal experiences as a physically disabled woman
who has faced barriers to accessing reproductive health care, despite my connections to those
working in this field, as well as what I saw as additional information needed on the topic, were
part of my motivation in choosing to research this for my dissertation. As such, some of my
experiences and the experiences I have heard from my friends with disabilities likely also
informed the development of the interview guide and my qualitative analysis. Question domains
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included experiences with the health care system, including insurance, experiences with
discrimination, thoughts about and experience with contraception and sterilization (if applicable),
interactions with health care providers related to family planning, and other factors influencing
reproductive health related decision-making. This study was approved by the City University of
New York’s Institutional Review Board (Protocol Number: 2020-0193). Individuals who agreed
to participate in an interview were invited to participate via phone or a web-based video calling
service and were offered a $25 gift card for participation which was sent via email. Participants
were told that their participation was voluntary, and that interview transcripts would not contain
personal identifiers. A total of 26 interviews were conducted between March and June of 2021
and lasted between 23:07 and 78:54 minutes.
Study Population
Aims 1 and 2 Study Population: Quantitative NSFG Analysis
The merged cycles included 16,854 female respondents (years 2011-2013 n=5601, years
2013-2015 n=5699, years 2015-2017 n=5554). To examine those who were at risk of
unwanted/mistimed pregnancy, I excluded those who were pregnant at the time of the interview
(n=688), trying to become pregnant (n=713), postpartum (n=145), or medically sterile (e.g.,
postmenopausal) or surgically sterile (n=478) for non-contraceptive reasons (e.g., hysterectomies
for reported medical indications such as fibroids or uterine cancer), never having vaginal-penile
intercourse (n=1996), or not having vaginal-penile intercourse in the last 3 months (n=1473).
Respondents who did not respond to the disability questions were excluded (n=9). This
procedure yielded a final analytic sample of 11,352 respondents aged 15–50 years (two people
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were 49 at the time of the screener, but 50 during the NSFG interview).b An additional 530 cases
were excluded because they had no sample weight, leaving 10,822 respondents (Figure 3).
Aim 3 Study Population: Qualitative Interviews Eligibility, Recruitment, and Sampling
The qualitative interview participants were recruited from disability-specific social media
groups, disability advocacy organizations, and reproductive health organizations through
advertisements and emails. Recruitment materials specified that participants had to have a
physical disability and would be asked to discuss their experience with contraception and/or
sterilization. Participants were able to self-identify as physically disabled and had to have been
born with a uterus (i.e., participants could be women, transgender, or nonbinary). They also had
to be between the ages of 18 and 44 and living in the US. People who had a sterilization or
hysterectomy procedure for any reason were eligible. Participants had to be able to speak English
and be able to participate in the interview via phone or a web-based video calling service.
Interested participants filled out a screening questionnaire that included questions about their
disability, demographic characteristics, and contraceptive use (See Appendix A for screening
questionnaire). Participants were recruited via purposive sampling and the sample was stratified
by age (18-26, 27-35, and 36-44, considering those who have been sterilized may be older than
those who have not), race/ethnicity (in order to explore how these identities may intersect and
impact access to care), and whether they had been sterilized.
Initially, the goal was to have half the sample be those who were sterilized and half those
who had not, and despite revising recruitment materials to highlight sterilization, ultimately I

b

NSFG 2011-2013 and 2013-2015 cycles included respondents up to age 44, but the NSFG 2015-2017 included
those up to age 49. Due to the association of age and sterilization, and age and disability, the additional older
respondents may have been more likely to be sterilized or disabled, however, they were otherwise eligible for the
study, age was controlled for in multivariable models, and the average age of sterilization was approximately 29
years of age.
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was only able to recruit seven women who had been sterilized. Twenty-six interviews were
conducted, until theoretical saturation was reached, or new themes were not emerging.33 Of those
who completed the screening questionnaire (n=123), 44 individuals were purposely sampled and
contacted about participating in the qualitative interviews. These 44 individuals had to have
reported having a physical disability (but could have also had other disabilities as well). Of these
44, 18 either did not respond to multiple outreach attempts (n=15) or canceled the interview
(n=3), leaving 26 participants (59%) who participated in the qualitative interviews.
Data Analysis
Aims 1 and 2 Data Analysis: Quantitative NSFG Analysis
For the quantitative portion of the study, data analysis was conducted in SPSS version 26
and 27, using the Complex Samples module (SPSS Inc., Chicago, Ill., USA). Several variables
for the quantitative analysis of the NSFG data were selected for inclusion in this analysis and are
described below. These included independent variables relating to disability, a priori
hypothesized confounders relating to demographic characteristics and health status that were
included in all adjusted models and are described in the next section, and dependent variables
relating to contraception used in the month of the interview and sterilization. All analyses used
sample weights to approximate population-based estimates. Weighted percentages and
unweighted ns are reported in tables. The six-year (WGT2011_2017) case weights were used and
represent population totals of women aged 15-44 at the approximate midpoint of data collection
(July 2014).34 Bivariate analyses (Rao-Scott Chi-square test), adjusted and unadjusted logistic
regressions, unadjusted and adjusted multinomial logistic regressions, and unadjusted and
adjusted linear regression models were run and are described in more detail below.
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Aims 1 and 2 Measures: Quantitative NSFG Analysis (Table 2)
Independent Variables: Quantitative NSFG Analysis
If any respondent selected “yes” to one of the six disability questions, they were coded as
having “any disability,” while someone who selected “no” to all six of these questions was coded
as having “no disability.” Having a cognitive disability included those who indicated “yes” to the
question “Because of a physical, mental, or emotional condition, do you have serious difficulty
concentrating, remembering or making decisions?” even if they selected another disability type
as well.9 Those who selected “no” for this question but “yes” to any other disability question
were coded as having a “non-cognitive disability.” In addition to any versus no disability, all six
disability categories were examined individually (difficulty seeing, difficulty hearing, difficulty
with concentrating/decision-making, difficulty walking/using stairs, difficulty dressing/bathing,
and difficulty doing errands alone), as well as cognitive versus non-cognitive disabilities among
only those who reported a disability (i.e., a subset of just those with a disability).
Dependent Variables: Quantitative NSFG Analysis
First, bivariate analyses (Rao-Scott adjusted Chi-square test) were run by any disability
versus no disability for each confounder to see the relationship between disability status and each
confounder. Five main outcomes based on my specific aims were then examined – 1)
contraceptive use versus nonuse, 2) type of contraceptive method used, based the World Health
Organization’s (WHO) effectiveness classification (i.e., low, moderate, high),35 and 3) current
use of tubal/female sterilization. Among those who reported tubal/female sterilization, I also
examined 4) age at sterilization and 5) reason for sterilization. Respondents who were using
more than one method were classified by the NSFG as using the method that was most effective
in preventing pregnancy (e.g., if someone reported using condoms and an IUD, they were
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classified as using an IUD). Two additional secondary outcomes were examined as well – 1)
current contraceptive use of a method that requires contraceptive supplies or procedures
(described below) and 2) type of contraceptive method used based on four categories with shared
features (i.e., sterilization, LARC, non-LARC prescription methods, and non-LARC nonprescription methods).
Four respondents noted that they received a sterilizing procedure that prevented them
from having children, but later reported using a different method (1 implant, 1 male sterilization,
2 non-users), so these respondents were recategorized as female sterilization. Two respondents
noted undergoing a sterilizing procedure that did not result in them being unable to have
children, so these respondents were kept in their original contraceptive categories (1 condom, 1
non-user).
Current contraceptive use versus nonuse was compared via logistic regression models.
Contraceptive use included female sterilization, male sterilization, IUDs, implants, oral
contraceptive pills, injectables, patches, vaginal rings, external (penile) condoms, internal
(vaginal) condoms, diaphragms, emergency contraceptive pills, spermicides, use of fertility
awareness methods, or withdrawal. Non-use included those using no method. “Other,” “refused”
and “don’t know” responses were excluded.
Contraceptive effectiveness is an important feature that patients value and a key factor
that distinguishes methods from each other, therefore, the next approach was to categorize by
level of effectiveness and analyze this use via multinomial logistic regression. Type of
contraception was classified by the World Health Organization’s (WHO) effectiveness
classification as: “high effectiveness” (i.e., female or male sterilization, IUDs, and implants),
“moderate effectiveness” (i.e., oral contraceptive pills, injectables, patches, and vaginal rings),
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and “low effectiveness” (i.e., condoms, withdrawal, fertility awareness methods, diaphragms, or
spermicides).35 While the WHO includes diaphragms as a moderately effective method, their
typical use is closer to that of fertility awareness methods, therefore they were categorized as
“low effectiveness.”35 Emergency contraceptive pills (EC) remained a separate category, and
were excluded in the regressions, as a small number of respondents reported using EC, and EC is
used after sex, unlike all other methods used. “Other,” “refused” and “don’t know” responses
and those not using a method were excluded.
Sterilization use versus use of another method was also examined via logistic regression
models. Disability type as a predictor of age of sterilization was also examined using linear
regression for any versus no disability and for each of the six disability categories. Age at
sterilization was calculated by subtracting birth year from the year of sterilization. A model was
run where y = age at sterilization and x = any disability, and model fit for linear regression then
was assessed by graphing residuals versus fitted values (the estimated response). Examination of
the plot showed a random pattern about the estimated regression line, with no clear outliers,
indicating that a linear relationship between age of sterilization and disability status was
reasonable. Age at sterilization was then assessed using linear regression models. Reasons for
sterilization were coded into four categories: 1) they had all the children they wanted, 2) their
partner had all the children they wanted, 3) a medical reason, and 4) problems with other forms
of contraception. These categories were not mutually exclusive and were assessed via the RaoScott Chi-square test.
In addition, to these primary outcomes, secondary outcomes examined and compared
trends in methods that require contraceptive supplies or procedures (i.e., prescription
contraception, over the counter contraception, contraceptive devices, or surgical procedure)
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versus methods that do not require supplies and rely on behavior only (i.e., avoiding sex at all,
avoiding sex during fertile periods, or withdrawal), via logistic regression models.
“Contraceptive supplies/procedures” refers to: female sterilization, male sterilization, IUDs,
implants, oral contraceptive pills, injectables, patches, vaginal rings, external (penile) condoms,
internal (vaginal) condoms, diaphragms, emergency contraceptive pills, and spermicides. Nonuse of one of these methods included either no method or use of fertility awareness methods or
withdrawal. “Other,” “refused” and “don’t know” responses were excluded.
Given that contraceptive effectiveness is not the only feature that patients value,36 I also
explored contraceptive use based upon characteristics that are shared across different
contraceptives, rather than contraceptive effectiveness: 1) female or male sterilization, 2) LARC
(IUDs and implants), 3) non-LARC prescription methods (oral contraceptive pills, injectables,
patches, vaginal ring, and diaphragms), and 4) non-prescription methods (condoms, spermicides,
fertility awareness methods, and withdrawal), with those using no method, “other,” or emergency
contraception excluded.
A priori hypothesized confounders: Quantitative NSFG Analysis
Several demographic characteristics were examined as a priori hypothesized confounding
factors (age, race/ethnicity, education, household income, insurance, health status, marital status,
gravida and parity). Age was assessed to see if it was linearly associated with disability. A
normal QQ plot was graphed and was fairly linear, but the expected versus residual (detrended
QQ plot) varied more at extreme young/old ages due to some outliers. Multivariable and
multinomial logistic regressions for each outcome measure were run with age as a categorical
variable with three levels, and as a continuous variable, and pseudo R squares were compared
and found to be similar across models, so age was examined as a continuous variable (range 15-
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50 years (two people were 49 at the screening and turned 50 before the interview occurred) in all
of the final models. Race/ethnicity was categorized as: “non-Hispanic White,” “non-Hispanic
Black,” “Hispanic or Latino,” and “other,” following the original NSFG categorization. Highest
level of education completed included: “no high school degree,” “high school degree or GED,”
“some college or Associate’s degree,” and “Bachelor’s degree or higher.” Total household
income was coded as: “under $5,000 - $14,999,” “$15,000 - $29,999,” “$30,000-$49,999,”
“$50,000 - $74,999,” and “$75,000 or higher.” Insurance was categorized into four categories:
“Private insurance or Medi-Gap,” “Medicaid or CHIP,” “Medicare or Military,” and
“Underinsured/uninsured.” Marital status was categorized as “Currently married to person of
opposite sex,” “Not married, living with opposite sex partner,” “Widowed, Divorced, or
Separated,” and “Never been married.”c Health status was ranked as “Excellent or very good,”
“Good,” and “Fair or Poor.” Gravida and parity were assessed with two variables: “ever been
pregnant” or “never been pregnant,” and number of births, including “no birth,” “1 birth,” and “2
or more births.” These confounders were kept in all multivariable models.
Effect modification by race/ethnicity was assessed by adding an interaction term between
race and each disability variable to the final multivariable models, as race/ethnicity was
hypothesized to be an effect modifier rather than a confounder. The interaction terms in the
multivariable models were not significant at p < 0.05 level, so the multivariable models were rerun without this interaction term. The chances of Type I error, or a false positive finding,
increases with multiple hypothesis testing. To minimize the potential for this error, sequential
Bonferroni values were used to adjust for multiple comparisons for each multivariable model.

c

This is how the NSFG categorizes marital status and does not account for the fact that sex is not binary and also
does not account for same-sex marriage or cohabitation.
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Aim 3 Data Analysis: Qualitative Interviews
For the qualitative portion of the study, demographic and contraceptive use data was
collected from all participants using a screener survey. All interviews were audio recorded and
then transcribed by a professional transcription service. The transcripts were added to Dedoose
(Version 8.0.35, web application for managing, analyzing, and presenting qualitative and mixed
method research data (2018). Los Angeles, CA: SocioCultural Research Consultants, LLC
www.dedoose.com.) as individual transcripts. All interview transcripts were proofread and read
several times in their entirety. Following Auerbach and Silverstein’s33 approach to coding and
analysis, based on grounded theory methodology,37 an initial code list was developed after
several interviews were conducted. Following standard inductive processes in qualitative
analysis, relevant excerpts were selected and coded based on repeating ideas that occurred in the
interviews, and the list of descriptive codes were iteratively edited as the coding/analysis
continued. Memos were written throughout the coding process about potential new codes and
repeating ideas. A second coder (a doctoral student with qualitative data analysis training) was
involved through all aspects of coding, memoing, and analysis. We then conducted constant
comparative analysis by coding repeating ideas and grouping them together into larger themes.
We coded the transcripts and met regularly to discuss and refine codes as needed, including
adding codes or creating child codes. Differences of opinion in coding between the two coders
were reconciled by reviewing data and having discussions about the application of codes.
Interviews were conducted until theoretical saturation was reached.
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Figure 2: Quantitative NSFG Analysis Followed by Qualitative Interviews of People with Physical Disabilities: A Sequential
Explanatory Mixed Methods Study (QUAN → QUAL)

Aims 1 and 2 (QUAN)

Aim 3 (QUAL)

Integration of QUAN & QUAL Findings

• 2011-2013, 2013-2015, 20152017 NSFG Data Analysis of
Contraceptive Use and
Sterilization
o Bivariate analyses
o Logistic Regression
o Multinomial Regression
• Comparison by disability
status and types of disability

• In-depth interviews of 26 people with
physical disabilities
o Purposive sampling based on age,
race/ethnicity, and sterilization
o Interview Guide partially developed
based on findings from Aims 1 and 2
o Interview Guide included concepts not
measured in the NSFG
o Analysis using grounded theory
techniques

• Integration of quantitative and
qualitative findings
• Comparing of quantitative findings and
qualitative themes to draw
metainferences
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Table 1: Theoretical Framework Components and Relationship to Quantitative and Qualitative Data
Theoretical Framework Component

Quantitative Data

Qualitative Data

Health Insurance Status
(confounder)

Interview guide included questions about health insurance status, and any issues with
insurance and accessing certain providers and/or coverage of contraceptive method of
choice.

Not available in NSFG

Interview guide included questions about attitudes, knowledge and beliefs, norms, and PBC,
relating to contraceptive decision making.

Health Conditions

Disability status variables
(independent variables), Selfreported general health status
(confounder)

Interview guide include questions about participants’ disability and potential effects on daily
living, and any other potentially relevant health conditions.

Intersecting Identities

Race/Ethnicity (confounder)

Screening survey and interview guide included questions about respondents’ race/ethnicity
and explored how, if at all, their experiences were impacted by these identities.

Health Care System Factors: Insurance
access, Insurance reimbursement policies,
Time/scheduling restraints
Patient Factors
Attitudes/Norms/Perceived Behavioral
Control (PBC)

Education and Resources

Other Patient Factors

Influence of Family/Significant Others

Provider Factors: Disability
knowledge/attitudes/training, Views of
disability, Bias/Ableism

Health Insurance Status
(confounder), Household
income (confounder),
Education (confounder)
Age (in years) (confounder),
ever being pregnant
(confounder), Number of
births (confounder), Marital
status (confounder)

Screening survey and interview guide included questions about health insurance status, and
any issues with insurance and accessing certain providers and/or coverage of contraceptive
method of choice, access to resources like income, and educational history and attainment.

Screening survey included questions about age, children, and marital status.

Not available in NSFG

Interview guide included questions about influence of family members and significant
others.

Not available in NSFG

While not directly measuring provider factors, the interview guide included questions about
interactions with physicians related to family planning.
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Clinical Encounter: Provider
communication, Cultural competence,
Physical/Environmental barriers

Not available in NSFG

Structural Oppression: Ableism and Racism

Not available in NSFG

While not directly measuring clinical encounter factors, the interview guide included
questions about interactions with physicians related to family planning, and potential
barriers encountered in the clinical setting.
Interview guide included questions about potential experiences with discrimination and how
disability identity impacts experience with contraceptive decision making and access to this
care.
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Figure 3: Defining Sample of Reproductive-Aged Individuals Who Were Sexually Active in the Last 3 Months: NSFG Cycles
2011-2013, 2013-2015, 2015-2017
2011-2013 NSFG n = 5601

2015-2017 NSFG n = 5554

2013-2015 NSFG n = 5699

Merged cycles n = 16,854

Excluded n = 6,034
•
•
•
•
•
•
•
•

Pregnant at time of interview (n = 688)
Trying to become pregnant (n = 713)
Postpartum (n =145)
Medically or surgically sterile for non-contraceptive
purposes (n = 478)
Never having had vaginal-penile intercourse (n =
1996)
Not having vaginal-penile intercourse in the last 3
months (n = 1473)
No response to disability question (n = 9)
No sample weight (n = 530)

Final sample
n = 10,822
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Table 2: Primary and Secondary Outcomes and their Dependent Variables, Independent Variables, Confounders, and Type of
Analysis
Outcome (contraceptive use)
Contraceptive use vs. nonuse
(Female sterilization, partner’s sterilization, IUDs,
implants, oral contraceptive pills, injectables, patches,
vaginal rings, external and internal condoms, diaphragms,
EC, spermicides, periodic abstinence, and withdrawal vs.
no method)
High effectiveness methods vs. moderate effectiveness
methods (reference group) vs. low effectiveness
methods (Female sterilization, partner’s sterilization,
IUDs, and implants vs. oral contraceptive pills,
injectables, patches, and vaginal rings vs. external and
internal condoms, withdrawal, fertility awareness
methods, diaphragms, and spermicides.)

Exposure (disability status)
Primary Outcomes

Confounders

Logistic
Regression
Any disability
Cognitive disability
Difficulty hearing
Difficulty seeing
Difficulty walking/using stairs
Difficulty concentrating/decision making
Difficulty dressing/bathing
Difficulty doing errands alone

Female sterilization vs. any other method/no method

Education
Race/ethnicity
Insurance status
Income
Number of births
Marital status
Parity
General health status
Age (continuous)

Age at sterilization
Reasons for sterilization
1) Respondent had all the children they wanted
2) Partner had all the children they wanted
3) Medical reasons
4) Problems with other birth control

Type of Analysis

Multinomial
Logistic
Regression

Logistic
Regression
Linear Regression

Any disability

n/a

Rao-Scott adjusted
Chi-Square

Education
Race/ethnicity
Insurance status
Income
Number of births
Marital status
Parity
General health status

Logistic
Regression

Secondary Outcomes
Contraceptive use of a method that requires
contraceptive supplies or procedures vs. use of a
method that doesn’t require supplies or
procedures/nonuse (Female sterilization, partner’s
sterilization, IUDs, implants, oral contraceptive pills,
injectables, patches, vaginal rings, external and internal
condoms, diaphragms, EC, and spermicides vs. periodic
abstinence, withdrawal, or no method).

Any disability
Cognitive disability
Difficulty hearing
Difficulty seeing
Difficulty walking/using stairs
Difficulty concentrating/decision making
Difficulty dressing/bathing
Difficulty doing errands alone
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Female or male sterilization vs. LARC vs. non-LARC
prescription methods (reference group) vs. nonprescription methods (1) male or female sterilization vs.
2) IUDs and implants vs. 4) pills, injectables, patches, and
rings vs. 4) external and internal condoms, withdrawal,
fertility awareness methods, diaphragms, and
spermicides).

Age (continuous)
Multinomial
Logistic
Regression
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Chapter 3: Results
Aims 1 and 2: Quantitative NSFG Results
As described in the prior chapter, for the quantitative portion of the study, the study
population was female respondents of the 2011-2013, 2013-2015, and 2015-2017 cycles of the
NSFG. Several variables for the quantitative analysis of the NSFG data were selected. These
included independent variables relating to disability, confounders relating to demographic
characteristics and health status, and multiple outcomes measuring contraceptive use including
sterilization.
Demographics and Contraceptive Use: Quantitative NSFG Results (Tables 3 and 4)
The six-year (WGT2011_2017) case weights were used and represent population totals of
women aged 15-44 at the approximate midpoint of data collection (July 2014). Of the weighted
estimates, 12.3% had difficulty with concentrating/decision-making, 4.6% had difficulty seeing,
3.5% had difficulty doing errands alone, 3.2% had difficulty with walking/climbing stairs, 2.6%
had difficulty hearing, and 0.7% had difficulty with dressing/bathing. In total, 18.1% had any
disability (Table 3). Respondents with a disability had an average of 1.5 (95% CI 1.4, 1.6)
disabilities (range 1-6).
Over half of respondents were White, which was consistent between those with and
without disabilities (Table 4). Overall, 32.4% had some college education or Associates degree,
which was similar to those with no disability (32.9%), but higher than those with a disability
(29.7%, p<0.00). Bivariate analyses showed a significant difference in insurance coverage and
income (p<0.00) between those with and without disabilities. Those without a disability were
significantly more likely (p<0.00) to rate their health as excellent/good than those with a
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disability. Number of births and ever being pregnant were similar between those with and
without disabilities (Table 4).
Looking at primary outcomes, overall, 89.7% of female respondents at risk for
mistimed/unwanted pregnancy reported current contraceptive use (87.1% of those with any
disability, 90.2% of those with no disability p=0.005). Among female respondents with a
disability, more than half (52.7%) used a high effectiveness method compared to a moderate
(25.8%) or low effectiveness method (21.5%). In contrast, high effectiveness method use was
slightly lower among female respondents with no disability (43.9%) while moderate
effectiveness was slightly higher (32.0%) and low effectiveness method use was comparable
(24.1%). A significantly greater percentage of female respondents with any disability reported
female sterilization than those without a disability (28.8% vs. 18.9%, p<.001).
In terms of secondary contraceptive outcomes, 79.7% of those with any disability used a
method that required contraceptive supplies or procedures compared to 82.6% of those with no
disability (p=.029). Further differences were seen in contraceptive use based upon characteristics
that are shared across different contraceptives; among female respondents with a disability, most
used male or female sterilization (38.1%), followed by non-LARC prescription methods
(25.8%), non-prescription methods (21.5%), and LARC (14.6%). In contrast, among female
respondents without a disability, most used non-LARC prescription method (32.1%), followed
by male or female sterilization (29.4%), followed by non-prescription methods (24.0%), and
LARC (14.5%). (Table 4).
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Primary Outcomes
Contraceptive Use by Type of Disability: Quantitative NSFG Results (Table 5)
Overall, female respondents in the disability categories had either lower or higher odds of
using a method compared to those without disabilities, depending on the type of disability.
Female respondents with difficulty concentrating or decision making had lower odds of using
any method in adjusted models (aOR 0.71, 95% CI 0.55, 0.92) relative to female respondents
without this disability (Table 5). Female respondents with difficulty walking or climbing stairs or
difficulty dressing/bathing had a significantly higher odds of method use compared with those
who did not have these difficulties in the adjusted models (aOR 1.67, 95% CI 1.02, 2.73; aOR
3.87, 95% CI 1.35, 11.09). In a subset of those with disabilities, those with a cognitive disability
had significantly lower odds of using a method in adjusted models (aOR 0.65, 95% CI 0.44,
0.94) relative to disabled female respondents without a cognitive disability.
Contraceptive Method Use Effectiveness by Type of Disability: Quantitative NSFG Results
(Table 6)
Overall, female respondents in the disability categories had a significantly higher odds of
using high effectiveness methods than those not in disability categories in the unadjusted but not
adjusted multinomial models, but effect coefficients of similar direction and magnitude were
observed in adjusted analyses. Specifically, those with any disability had significantly higher
odds of using high effectiveness methods than moderate effectiveness methods compared to
those without a disability (aOR 1.42, 95% CI 1.13, 1.80) (Table 6). Those with difficulty
concentrating or decision making had a significantly higher odds of using high effectiveness
methods than those who did not have this difficulty in the adjusted multinomial models (aOR
1.44, 95% CI 1.07, 1.95). Those who had difficulty seeing had a significantly higher odds of
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using high effectiveness methods than those who did not have difficulty seeing in the adjusted
multinomial models (aOR 1.62, 95% CI 1.01, 2.55).
Sterilization by Type of Disability: Quantitative NSFG Results (Tables 7 and 8)
Female respondents with any disability type were more likely to have received
sterilization as opposed to using any method other than sterilization or no method (Table 7).
These differences were found among female respondents with any disability, those with
difficulty concentrating or decision making, those with physical disabilities, such as difficulty
walking/using stairs, dressing/bathing, as well as those who had difficulty doing errands alone.
Female respondents with these types of disabilities had over twice the odds of sterilization
(Difficulty walking/using stairs: aOR 2.05, 95% CI 1.34, 3.13; Difficulty dressing/bathing: aOR
2.12, 95% CI 1.01, 4.44; Difficulty doing errands alone: aOR 2.03, 95% CI 1.28, 3.21) than
female respondents who did not have these difficulties in adjusted models. To examine if the
increased odds of higher effectiveness method use were due to the higher use of sterilization,
multinomial models for contraceptive effectiveness were rerun without those who were
sterilized, and results were attenuated suggesting that this finding was driven by the greater use
of sterilization (Table 8).
Age at Sterilization by Type of Disability: Quantitative NSFG Results (Table 9)
In crude linear models, having a disability was associated with a decrease in age at
sterilization compared with those without disabilities. The average age at sterilization for those
with any disability was 28.1 years old versus 29.4 years old for those without a disability (the
total sample average age at sterilization was 29.1 years old). In adjusted models, only those with
difficulty doing errands alone were significantly more likely to be sterilized at a younger age
(1.62 years earlier, 95% CI 0.42, 2.83) (Table 9).
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Reasons for Sterilization: Quantitative NSFG Results (Table 10)
Among sterilized individuals, a greater percentage of those with any disability reported that
they had medical reasons for their sterilization (any disability 66.9% vs. no disability 44.8
(p<0.00)). A greater percentage of those without a disability reported that they (no disability
87.2% vs. any disability 77.8%) and/or their partner (no disability 83.7% vs. any disability
73.0%) had all the children they wanted before getting their sterilization (p<0.00) (Table 10).
Secondary Outcomes
Use of Contraceptive Supplies/Procedures by Type of Disability: Quantitative NSFG Results
(Table 11)
Female respondents with difficulty concentrating or decision making were less likely to
use a method that required dedicated supplies or a procedure in adjusted models (aOR 0.79, 95%
CI 0.64, 0.97) relative to female respondents without this disability (Table 11). Female
respondents who had difficulty seeing also had a significantly lower odds of using a method that
required dedicated supplies or a procedure than those who did not have difficulty seeing (aOR
0.77, 95% CI 0.56, 1.05). In contrast, female respondents with difficulty walking or climbing
stairs had a significantly higher odds of using a method that required dedicated supplies or a
procedure compared with those who did not have this difficulty (aOR 1.67, 95% CI 1.02, 2.73).
Contraceptive Method Categories by Characteristics that are Shared Across Different
Contraceptives (Not Effectiveness Based) by Type of Disability: Quantitative NSFG Results
(Table 12)
Examining contraceptive categories by shared features (sterilization, LARC, non-LARC
prescriptions, non-prescription methods), I found a significant difference by any disability in the
adjusted multinomial logistic regression model. Among female respondents who used a method
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of contraception, compared to those without a disability, those with any disability had a
significantly higher odds of using sterilization (male or female) (aOR 1.45, 95% CI 1.12, 1.89)
and LARC (aOR 1.36, 95% CI 1.01, 1.84) than non-LARC prescription methods (Table 12).
Among female respondents who used a method of contraception, those who had difficulty
walking or using stairs had a significantly higher odds of using sterilization (male or female)
(aOR 1.91, 95% CI 1.11, 3.28), as did those who had difficulty with concentrating/decision
making (aOR 1.64, 95% CI 1.22, 2.21) than non-LARC prescription methods than those without
these disabilities.
Aim 3: Qualitative Interview Results
The qualitative study cohort (n=26) was a purposive sample of those with physical
disabilities who were born with a uterus, were between 18 and 44, spoke English, and lived in
the US. People who had a sterilization or hysterectomy for any reason were eligible.
Demographic and contraceptive use data were collected via a screener survey (Appendix A).
Sample Description: Disability, Demographics, and Contraceptive Use: Qualitative Interview
Results (Table 13)
All 26 interviewees reported having a physical disability, five (19.2%) reported also
having an invisible disability (such as dysautonomia or Ehlers-Danlos Syndrome), four (15.4%)
reported a mental disability, three (11.5%) reported a sensory disability, two (7.7%) reported a
developmental disability, and one (3.8%) reported a learning disability. When asked when their
disability occurred, seven (26.9%) participants had their disability diagnosed at birth (e.g., spina
bifida), or soon after birth (e.g., cerebral palsy), while the rest of the participants were diagnosed
as children, adolescents, or adults. The average age of participants was 30.1 years (range: 21 to
44). A little over half of participants were White (n=15, 57.7%), eight (30.8%) were
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Latina/Hispanic, four (15.4%) were Black, two (7.7%) were Asian, and one (3.8%) was in
another racial/ethnic category (this was a specific racial/ethnic group not often described in the
literature, so the name of this racial/ethnic group was not included to protect participant
confidentiality).d For lifetime contraceptive use, the most commonly used methods were external
condoms (80.8%, n=21), the pill (76.9%, n=20), withdrawal (50.0%, n=13), and emergency
contraception (38.5%, n=10). In the past 30 days, the most commonly used methods were the pill
(30.8%, n=8), tubal ligation/sterilization (26.9%, n=7), withdrawal (15.4%, n=4), and an IUD
(15.4%, n=4) (Table 13).e
Interview Key Themes
This section presents the results of the thematic analysis of the interview transcripts
which identified four themes with several subthemes: 1) Discrimination Experienced: Built
Environment/Microaggressions (Structural Factors); 2) Mixed Experiences with Insurance
Coverage and Provider Interactions (Health Care System Factors); 3) Contraceptive DecisionMaking (subthemes: a. Discussions with Health Care Providers and Valued Others that Promote
or Impede Contraceptive Autonomy (Patient Factors and Provider Factors), b. Medical Aspects
of Disability Impact Method Choice (Patient Factors and Provider Factors), c. Convenient and
Easy to Access Methods (Patient Factors)); 4) Barriers and Enablers to Accessing Reproductive
Health Care (subthemes: a. Office Accessibility (Clinical Encounter), b. Provider Trust,
Communication, and Attitudes (Clinical Encounter and Provider Factor), c. Access to
Transportation (Patient Factor)). For the interviews with participants who had been sterilized,
three themes emerged from the analysis: 1) Most, But Not All, Wanted a Sterilization and

d
e

Percentages sum to greater than 100% because race categories are not mutually exclusive.
Percentages sum to greater than 100% because some participants noted using more than one method.
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Fought to Get One; 2) Reasons for Sterilization: Disability or Medical Aspects of Disability Led
to Sterilization; 3) Had to Convince Provider…But Not as Much.
Discrimination Experienced: Built Environment/Microaggressions (Structural Factors)
To get a broad sense of how their disability might impact their experiences in life,
including in medical, work, and school settings, and how structural factors like racism and
ableism affected their lives, participants were asked about any discrimination they have
experienced due to their disability. Participants described issues they encountered in the
workplace, such as not being hired for jobs due to their disability, issues accessing things at
work, or even being fired due to their disability. As one participant who uses a wheelchair noted:
“And then another time I had applied for a job…and I was doing the
interview with the wheelchair…and the woman said to me, ‘We’re
ignoring the elephant in the room.’ And I was like, ‘No, I’m aware I use a
wheelchair.’ And she was like, ‘Well, I don’t think you could do the job.’”
(#125)
Others described issues they experienced with accessibility in school, such as a lack of
accessibility, limited options for college, or having to fight for necessary accommodations:
“…when I was at school and when the classes were over, having to like
get a bus to go…home, it was quite hard because they didn’t…allow
people who were in wheelchairs to use the bus because they [were] like
‘That is going to inconvenience other people.’” (#123, participant who
used a wheelchair during childhood)
Others reported how they also face racial discrimination in addition to the disabilityrelated discrimination, and how this impacts their experiences in their day-to-day life. One
example pertained to medical care, as this 27-year-old Latina participant noted:
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“Many years ago…this person [physician]…told me ‘I don’t
believe that you are really under pain, I believe that you only want
painkillers.’ I guess, that was for me, I am Latina. And I know
there’s a stigma about us.” (#108)
While for this 25-year-old Asian-American participant, it occurred within
school and workplace settings:
“I mean, so being an Asian-American…I feel like I’ve faced
discrimination in school and workplaces…just the fact that I am a
young Asian woman. Either nothing is expected from me, or
everything is expected from me.” (#124)
In addition to these experiences with discrimination, many reported experiences with
what they described as not “explicit” discrimination, but with difficulties navigating the built
environment due to inaccessibility. For example, one participant who uses a wheelchair noted
“…public places aren’t accessible that’s a pretty big one. I haven’t had a lot of discrimination
when it comes to with people and such, it’s mainly been about environmental issues with
accessibility.” (#116) Another participant who also uses mobility aids (crutches and a
wheelchair) stated that “…sometimes the elevator is not functioning or the stairs are too steep
and there is no railing and [in] the bathroom, sometimes they don’t have a railing or anything.
So, it can be very difficult to move around.” (#115)
Others noted experiencing discrimination in the form of microaggressions, like
inappropriate or rude comments from others, being infantilized by others, or being treated
differently by their peers. These two quotations illustrate the point in school and social settings,
respectively:
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“I mean I think there is a lot more microaggressions than outright
discrimination a lot of times…professors saying ‘Oh, well I really
hope you’re not in this wheelchair forever,’ as if that would
somehow impact my ability to be a professional or achieve my
career goals. So, I don’t necessarily think that it’s so much them
saying, ‘Oh, well you can’t do this because you’re disabled,’ or
‘Disabled people can’t do these things.’ It’s not understanding or
maybe not necessarily realizing that what they’re saying is hurtful
or offensive.” (#111, 26-year-old participant who uses a
wheelchair part-time)
“I don’t think I’ve experienced discrimination in the workplace
trying to get a job or at school or anything like that, but I’ve
experienced a lot of…It’s more subtle types of discrimination…
Socially things are a lot different now than they used to be. The
way that people treat me out in public is different than it was when
I was able-bodied.” (#101, participant who became disabled as an
adult)
Mixed Experiences with Insurance Coverage and Provider Interactions (Health Care System
Factors)
Many participants noted issues with the health care system and insurance not covering
needed items, such as wheelchairs, other mobility aids, home care services, or medications, even
with what they described as “good insurance.” One participant with a spinal cord injury who uses
a wheelchair explained:
“…Thankfully I have really good insurance…and I was able to get
a lot of medical equipment that was necessary for me, but we’ve
also had to fight for a lot of that. The chair that I have right now…
insurance denied our request for this chair eight times. We did
eight appeals and…then they ruled that the insurance had to
provide it for me.” (#113)
Sometimes participants were successful in getting things covered, but sometimes they
were not. Several examples pertained to getting insurance to cover a wheelchair, including the
example below from a 34-year-old wheelchair user:
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“I was prescribed a very large…power chair that would have tilt
capabilities…And my doctor, physical therapist…the manufacturer, the
dealer…and myself spent months arguing with my insurance company,
and they would not cover it. So, I had to…buy my own chair.” (#102)
Another example pertained to medication and catheters, which are extremely
important medical supplies for those with neurogenic bladder issues, as described in this
participant with a spinal cord injury (and therefore a neurogenic bladder):
“There have been times where I haven’t been able to get medication that I
needed because of an insurance mess up or I haven’t been able to get my
catheter supply for the month.” (#112)
When asked about experiences with the health care system overall, participants noted
mixed experiences. Some stated that they felt lucky that they had had good experiences with the
health care system, including supportive providers and being able to access the care they needed
when they needed it. A 27-year-old participant stated, “The support that I received, it just kept
encouraging me to go and consult more…I’m just lucky that every other healthcare worker I ever
came across was supportive and they advised me accordingly and they helped me.” (#126)
Others expressed issues they faced with the medical system, including health care providers and
their preconceived notions about disability, or their lack of knowledge about disability, both for
general medical care and for contraceptive care. For example, this participant with a disability
that sometimes required her to use a wheelchair and sometimes a cane commented that when she
saw her doctor while using her wheelchair, “…my primary care doctor told me that I was
‘wheelchair bound’ without asking me if I could walk. And ‘wheelchair bound’ is a very
outdated term as well.” (#121)
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Contraceptive Decision-Making
Participants were asked about their contraceptive use and what factors influenced their
decision-making. This involved discussions with their physicians, partners, families, and friends,
as well as looking up information about methods online.
Contraceptive Decision Making: Discussions with Health Care Providers and Valued
Others that Promote or Impede Contraceptive Autonomy (Patient Factors and Provider
Factors)
Most participants noted that they discussed their options for contraception with their
provider before deciding what to use. One 21-year-old participant who uses a wheelchair put it
succinctly, “Mostly, it was reliance on advice from my OB-GYN.” (#110) While a participant
with a spinal cord injury shared, “I wanted something that was going to be a little more focused
than condoms. I made an appointment with an OB, and I trusted her.” (#109)
While most discussions with their provider led to the participant getting the contraception
they wanted, a few noted that they tried accessing contraception from their provider but were not
able to because their physician stopped them due to safety concerns (e.g., a participant was told
that if an IUD perforated she wouldn’t be able to feel it, so an infection could happen), or
participants tried to stop taking a certain type of contraception and their physician would not let
them stop (e.g., it took one participant multiple attempts to get an implant removed). One
participant was told that no options would work for her due to various risks the physicians felt
she had because of her spinal cord injury (e.g., birth control would interfere with medications she
was taking or she wouldn’t know if an IUD perforated her uterus due to her impaired sensation),
but eventually she managed to find a provider who would give her contraception: “…My
provider made me feel it was almost impossible for me to get birth control…To me after that
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experience I just stop looking for that [i.e., stopped looking to get birth control].” (#108) Another
participant who uses a wheelchair part-time was not able to get an IUD due to being nulliparousf
and because she “might want children”: “I had gone in hoping actually to get an IUD…and they
actually refused to let me get an IUD because they didn’t place them in women who hadn’t had
children yet because ‘you might want children.’” (#111) Many of the participants who had
undergone sterilization reported resistance from their health care provider in getting this
procedure as well (further discussed below).
Decision-making about what contraception to use also sometimes involved discussions
with their partners, but not for all participants. Most participants who had partners noted that
their partners were supportive of their decisions, and that while they would discuss options with
their partners, ultimately, they made the decision about what was best for them as illustrated in
this comment by this 24-year-old who has a spinal cord injury:
“Ultimately, I decide. I take it [partner’s reactions or thoughts] into
consideration. For example, with [the] Depo shot, I said it affects you even
after you stop taking it. I didn’t like it when she [my doctor] told me that.
My first reaction and when I told him [my partner] that as well, he had the
same reaction that he wasn’t sure that was a good fit for us for the future if
we want kids.” (#104)
Participants also noted speaking with peers about what contraception they were using,
including peers with disabilities. One participant with rheumatoid arthritis noted “My one friend
who has arthritis [and is] the same exact age, and she has a lot of difficulties with her hands
[too]…she had recommended the ring.” (#114). Some participants heard things about methods
that steered them away from trying a method (e.g., gaining weight on certain methods or IUDs
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Even though this was considered a contraindication to an IUD in the past, it is not a current contraindication to
getting an IUD.
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not being placed properly), while others heard positive things about methods that contributed to
them choosing it. This comment by a 21-year-old demonstrates the role of peers:
“I think in the beginning…my friends’, opinions definitely influenced me
on like, which one to pick, just because I guess knowing people who were
like on the implant made me feel more comfortable with trying it.” (#117)
In addition to speaking with friends about methods, participants looked up information
online, including on social media or in disability-specific groups. One 40-year-old participant
described a group for “…Women with my bone disease, and the other was a [group for] little
person(s), for people with dwarfism, female-only group. There’s [where] I asked most of my
questions.” (#103) Some participants also noted speaking with their family members, particularly
female family members, about contraception, and that their opinion and thoughts mattered to
them, like this woman with cerebral palsy who said, “My mother, because she is my primary
caregiver, and she assists with my care. So, for me she plays a valuable role…her opinion
matters to me.” (#120). In contrast, some participants, like the one below who had quadriplegia
from a spinal cord injury, noted that having family in a caregiving role prevented them from
accessing contraception:
“I was living with family who were taking care of me, who had a lot of
oversight over the medications I was taking and what I was putting in my
body… I was getting pushback especially [from] one person who doesn’t
trust… doctors, doesn’t trust medication… That’s why I wasn’t on the pill
for a couple of years after I got injured.” (#101)
Contraception Decision Making: Medical Aspects of Disability Impact Method Choice
(Patient Factors and Provider Factors)
For most participants, their disability or medical aspects of their disability had some
impact on what they chose to use. For example, those who used mobility devices or who were
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not ambulatory were worried about the increased risk of blood clots from certain types of
contraception (i.e., estrogen-containing contraception), as they were told they were already at
increased risk for clotting due to being non-ambulatory: “I had asked about birth control and my
doctor was saying that because I’m immobile that I have a high risk of getting a blood clot from
birth control.” (#122, participant with a spinal cord injury) Similarly, participants were worried
about an increased risk of osteoporosis or bone loss from certain methods (particularly the shot),
also due to their increased risk of this from their disability: “I was told that being on Depo for
long-term could cause osteoporosis and I did not want that…I already got my own issues going
on.” (#121, participant with Charcot-Marie-Tooth disease) Several also noted being worried or
that their provider was worried that they would not know if an IUD was in the proper place due
to impaired sensation or other issues with the IUD, such as issues with hypermobility (#106, as
noted by a participant with Ehlers-Danlos syndrome), or as this comment from this participant
with a spinal cord injury indicated:
“I didn’t feel comfortable because I was putting something in there. I feel
like I wouldn’t know necessarily if something was wrong unless I was
bleeding to death.” (#105)
Participants noted other ways their disability impacted what method they chose, including
interactions with other medications (“I think it was really just making sure it didn’t interact with
other medications.” #107, participant with multiple health conditions that required medications),
issues with swallowing (“Swallowing pills is very difficult for me because…I’ve been diagnosed
with esophageal paralysis.” #106), issues with brain fog or fatigue and remembering to take a pill
everyday (“But it was difficult for me to remember to take the pill at the same time every day.
Mostly because of brain fog and ultimately that was part of the reason that I switched from the
pill to the ring.” #111, participant with Chiari malformation), and issues with latex (“The reason

46

I have a latex allergy is because of my spinal cord injury…and also, just the un-comfortability of
external condoms, with positions and just the movement of a disabled body. They’re not the
most smooth and most practical method…” #112). Some participants noted they felt like they
had to be on a method due to concerns they had about becoming pregnant with a disability, or at
least the need for a “planned” pregnancy to deal with any potential disability-specific issues that
may arise, such as medication safety during pregnancy, the potential for passing on any genetic
components of their disability, or the need to prepare for changes in their symptoms (e.g., pain
and fatigue) that might occur due to pregnancy. These two participants who were both in their
40s put it in their specific contexts:
“I think…if I decided to have a child…it would be hard for me…I don’t
see any differences in the way I’m treated, but if I would get pregnant like
tomorrow…I think it would be very hard for me because I just don’t know
if…anything is going to happen to my baby because of certain medication
I’m on…Or just even the pain, I have pain every day, I’m fatigued. I’m
worried about how much more I would have if I would get pregnant.”
(#118)
“For me, reproduction is something that I’m like seriously going to sit
down and plan, because of the genetic components of my disability, and
the fact that I can pass that on…I would need to be prepared for. So, that
was another issue in wanting to have birth control, because I didn’t want
to be like, ‘Oh, okay, well, let’s just pray that the baby doesn’t have my
disease.’ I want it to be planned and ready.” (#103)
There was, however, a minority view of some participants who felt like their disability
did not have an impact on what they used: “I feel like those two [disability and reproductive
health care] for me, at least, have been very two separate issues.” (#124, participant who uses a
prosthetic)
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Contraception Decision Making: Convenient and Easy to Access Methods (Patient
Factors)
Participants also discussed the characteristics of methods that influenced their choice,
including whether a method is convenient, easy to access and, for some, the fact that the method
might stop their periods. In terms of the method being convenient, participants noted: “Honestly,
best option I’ve ever done. It’s [the IUD] really great. It’s super convenient. I forget it’s in
there.” (#110, participant who uses a wheelchair) and “Then this pill is one you take daily that
you have to take around the same time for it to be the most effective. I already take
antidepressants…I take those at the same time every day, so adding one more pill wasn’t difficult
for me.” (#104). “Easy to access” methods like condoms or emergency contraception were also
mentioned, in that they did not require a prescription to obtain. For example, one participant
discussed the ease of accessing emergency contraception, including not needing to see a
physician for it:
“It’s access. Not having to go to a doctor, or pay for a doctor’s
appointment, pay for a prescription, I could just very discreetly go into the
pharmacy and ask for it and pay for it right there.” (#102, participant with
a spinal cord injury)
Another participant who described having a religious upbringing and not being
able to easily access other forms of contraception or talk to family about contraception
noted that condoms were easy for her and her partner to get, and were therefore the best
choice for them at that time:
“It just felt like we decided that…what would be the safest best thing,
considering what we had access to, [condoms] were an easy thing for
[boyfriend’s name] to get.” (#113)
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For some, not having to remember to take a pill everyday was seen as a positive aspect of
a method: “I really sucked at keeping up, taking the pill and I needed to, so I wanted something
that I didn’t have to do every day.” (#116, participant with spina bifida) Participants also noted
that the effect of contraception on stopping their periods was a positive thing, as having to deal
with bleeding can be difficult with mobility issues. For example, one participant who uses a
wheelchair and noted needing help with personal care stated:
“What I really loved was that for me I really didn’t get a period for most
of the time I was on it and as someone with arthritis it’s hard to deal with
having to change a pad. I can’t put a tampon in…it takes longer in the
bathroom and so, to not have my period at that point was wonderful.”
(#114)
Another participant who also uses a wheelchair noted similarly that managing a
period with tampons or pads was a bit difficult with a disability:
“And then if I didn’t get my period anymore, that’s little more
complicated with having a disability. Like it’s just not easy to – it’s easy, I
made it work, but with tampons and pads, just everything, it’s probably a
little more difficult for me than the average woman.” (#125)
Barriers and Enablers to Accessing Reproductive Health Care
Participants were asked about their experiences accessing reproductive health care,
including any potential barriers or enablers to accessing this care. Participants discussed
accessibility or a lack of accessibility, experiences with providers and their communication,
attitudes, or assumptions, and access/lack of access to transportation as enablers or barriers.
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Barriers and Enablers to Accessing Reproductive Health Care: Office Accessibility
(Clinical Encounter)
Many participants noted their need for help in the exam room to transfer onto an exam
table, help with positioning during an exam, or help with getting dressed or undressed. Needing
help was not always seen as a barrier to getting this care (“They always have to help hold my
legs because they can’t stay in those stirrups.” #105, participant who has a spinal cord injury) but
was described as the reality of the situation.
Needing or getting this assistance was an enabler to care when the clinic environment and
staff were ready to offer accommodations: “The gynecologist that I see now, the office has an
overhead lift and nurses available in the office that helps me like get my pants on and off.”
(#113, participant who has a spinal cord injury). Furthermore, accessible offices were helpful for
participants, with overhead lifts, as well as exam tables that can be lowered, or people to assist
with transferring onto the table or getting undressed and dressed for an exam:
“Luckily, the two offices I’ve gone to, the table can lower. That was
helpful because if not, it would have been too high up for me to get into
from my chair.” (#104, participant who uses a wheelchair)
“For the most part everyone’s been fairly accommodating, and I think I’m
lucky in that regard because I know a lot of friends do have challenges. I
have gone to different gynecologists for instance who, if I haven’t been
able to bring an aide or in the past my husband to help, there’s always a
nurse or assistant there willing to help me with dressing or getting on the
table.” (#114, participant who has rheumatoid arthritis)
However, a lack of proper assistance could certainly be a barrier if the proper help was
not given, as described by one participant who uses a wheelchair and requires some assistance
with personal care due to a spinal cord injury:
“I went to my OB-GYN for an exam…and I just had trouble getting my
clothes back on because I was alone. They helped me a little bit, but…I
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had wedgie basically…but just horrible, when you need assistance and
they’re not necessarily trained or comfortable with helping people with
their personal needs.” (#101)
Participants noted a lack of accessibility in the layout of medical offices, as well as issues
with exam tables, or the leg rests used for gynecological exams. As one wheelchair user noted,
medical offices are often small and difficult to navigate as a wheelchair user:
“The bigger thing here was I couldn’t get through an office in my
wheelchair because of how big it was.” (#106)
Another wheelchair user noted that the height of exam tables can make it very
difficult to transfer onto and off of for exams:
“The most common barriers I found to experience when accessing this
care is the level of accessibility. There’s not a lot of treatment tables that
are very friendly to wheelchair users. Treatment tables are commonly very
high and very difficult to get on…” (#120)
Barriers and Enablers to Accessing Reproductive Health Care: Provider Trust,
Communication, and Attitudes (Clinical Encounter and Provider Factor)
Health care providers who listen to their patients in a non-judgmental way were seen as
an enabler to reproductive health care for some participants, as one participant with multiple
sclerosis noted:
“I usually see his nurse practitioner…she’s more friendly…it’s easier just
to talk to her than it is to talk to him sometimes…They’re non-judgmental
I guess you could say, there’s no judgement.” (#119)
Others described having a provider who not only gives medical advice, but who
also listens and does not stigmatize needing reproductive health care or the contraception
choices the participants made. For example, this 27-year-old noted that:
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“Yeah, definitely, it does help to have someone who listens and advises
you and is just positive about it and doesn’t criticize you or stigmatize you
because of your choices or your ideas.” (#126)
In addition, providers who were younger or female providers were seen by participants as
easier to talk to or more likely to listen to their patients than older or male providers. For
example, this participant who had had two children described that it was easier to talk to female
providers than male providers about reproductive health care:
“…It’s a lot easier to talk with another woman, especially another mother.
I’m finding a lot of physicians who are like in my age range right now. So,
they feel almost like peers. It’s a lot easier to relate to what they’re saying
and trust what they’re saying versus a 65-year-old White dude, sitting
behind a desk.” (#102)
This 34-year-old participant also noted that having a younger provider helped add
to her trust of their recommendations and practices:
“I’ve always really trusted my care providers and the practices. They tend
to be a little bit younger as well, so I think they know a little bit more than
maybe somebody who’s older.” (#109)
In contrast, several participants noted provider attitudes about disability or assumptions
that those with disabilities were not sexually active and therefore did not need contraception or
STI testing. One participant who uses a wheelchair noted that she felt that providers wrongly
assumed she, and other people with disabilities, were not having sex:
“I think they definitely projected their own maybe preconceived ideas
about my ability and willingness and want to be sexually active… I think
the assumption was, ‘Oh, you don’t have a long-term partner. You’re not
having sex.’” (#110)
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Another 21-year-old participant who uses a wheelchair noted that her provider
was judgmental about her having sex, and was not open to the idea of disabled people
having sex:
“The first one [OB-GYN] I saw was very dismissive. Didn’t necessarily
think that I should be having sex with multiple partners or having sex at
all, was very negative in terms of like a sex-positive attitude and just
learning how to use the body in a different way than an able body
position.” (#112)
Participants noted that they felt their physicians were not having conversations with them
about sex or contraception that they were having with non-disabled patients. Their strong dismay
was evident, as expressed by this 40-year-old participant:
“When I was in my 20s…the doctor I had at that point, never offered the
STD testing. And the reason I found that offensive…he almost had the
assumption that there was no need for me to have that, like it wasn’t
possible that I could be sexually active and possibly be carrying [a
pregnancy].” (#103)
Participants even noted differences between when they used a mobility device versus
when they did not need one:
“Now that I use my wheelchair more often, I think doctors might make
the assumption that I don’t need those things [STI testing]…I feel like
the typical question that I was getting in college when I was like walking
was, ‘have you had like different sexual partners and should we get
tested’…And that really hasn’t happened…I haven’t gotten asked that in
a long time.” (#121)
These preconceived notions and the infantilization of sexually active adults with
disabilities were noted by several participants as well, including this 26-year-old with spina
bifida:
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“I don’t think they’re comfortable with the idea of a disabled person using
those kinds of services or methods. I don’t know if they don’t think that
the people with disability have sex. [That] they’re like little innocent
children, but the case is we’re not children, we share the same rights as
them [non-disabled people]. Share the same behaviors as them. So, I think
it’s just a certain mindset they have towards people with disability. They
have a… preconceived idea of us.” (#115)
Barriers and Enablers to Accessing Reproductive Health Care: Access to Transportation
(Patient Factor)
Having access to a car was also seen as an enabler to care. For example, one 21-year-old
participant noted that because of her disability, she was not able to get her driver’s license yet,
but that her parents have been able to drive her to appointments: “I’ve been very fortunate that
my parents are able to kind of transport me places” (#117). Another 44-year-old participant
noted that she was able to get to their appointments by car as needed: “I have a car, so I’m able
to drive there.” (#105)
Participants also noted issues with public transportation or paratransit (public transit that
goes door-to-door but typically requires a reservation in advance). For example, one participant
who uses a wheelchair stated: “Well, honestly before going to certain place(s) I always make
sure that I can get there with public transportation…it’s always a barrier…in general” (#108).
Another participant who uses a power wheelchair that requires a vehicle with a lift stated:
“My gynecologist’s office is…unfortunately…not accessible or connected
to a bus line…I use paratransit, which is basically door-to-door service,
but it runs in conjunction with the regular fixed bus routes. So, if
something is out of their so-called service area of the regular bus routes,
my bus service won’t go there as well…I had to find someone to take me.”
(#120).
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Most, But Not All, Wanted a Sterilization and Fought to Get One
Among the participants who reported getting a tubal ligation or sterilization, most of
them wanted a sterilization, and even had to advocate to get their physicians to do the procedure.
However, two participants did report that they felt a bit rushed into getting the procedure or felt a
bit uneasy about how the decision to do the procedure occurred. Participants discussed their
reasons for sterilization, some of which related to their disability or medical conditions. Most of
the participants who wanted a sterilization described the amount of advocacy needed to get the
procedure but conjectured that it may have been easier for them to get it than for non-disabled
people.
Reasons for Sterilization: Disability or Medical Aspects of Disability Led to Sterilization
Participants noted various reasons for sterilization, including bleeding from fallopian
tubes (“…retrograde bleeding… out of my fallopian tubes into my abdomen.” #102), chronic
pelvic pain from ovarian cysts (“I was having chronic severe pelvic pain…I had several large
cysts on both of my ovaries.” #106), not wanting any children (“I felt like having a child right
now, it was going to be quite stressful.” #123) or any more children (“I don’t want any more
children, two children is enough for me.” #119), difficulty dealing with periods (“I was literally
crawled up into a ball three days a week for one week a month.” #120), or the risk of future
pregnancies being dangerous to their health (“My doctor says that with a heart condition that
it…could be dangerous to have a vaginal birth” #119; “The way they had to do the C-section, the
incision on my uterus, it made it riskier to go into labor in the future.” #125).
For the two participants (both wheelchair users) who felt somewhat uneasy about the
circumstances surrounding their procedure, they both questioned whether their disability
influenced their physicians’ recommendation to do the tubal ligation. One participant went into
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the pre-op area for a procedure for an ovarian cyst, and had to make a quick decision about
whether or not to remove both her ovaries:
“The OB-GYN was like…‘Let’s do laparoscopic surgery…to take care of
this cyst for you.’ And I did not have a conversation about a ligation or
anything like that. I…didn’t even have a conversation about it with my
physician until I’m in the pre-op…And so, I was like, ‘I felt like this
conversation should have been had a little bit earlier.’… But then it was
also like, ‘Well, I’m in excruciating pain, so whatever I can do to get out
of that. I’ll do.’” (#102)
She went on noting that she felt as though her disability may have had an influence on the
physician performing the surgery:
“I hate to think so, but I would be lying if I say I didn’t think it had some
influence on it…And I often wonder if that decision was made because
I’m disabled… I don’t think it was completely isolated, my disability from
that decision, though.” (#102)
The other participant who felt somewhat uneasy had a scheduled C-section for the birth
of her second child, due to the issues that she encountered with her first pregnancy, and
scheduled to have a tubal ligation done at the same time:
“They said that a third pregnancy could lead to uterine rupture. It could
kill me, a baby…And I agreed and I just figured if I shouldn’t get pregnant
again, I just wanted a permanent option since they were already in there
doing a C-section with my son.” (#125)
She also noted that she felt as though her disability may have had an influence on the
physician performing the surgery, or at least questioned whether or not she should have asked for
a second opinion:
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“I think looking back, I probably would have looked or got a second
opinion or talked to other doctors about it…but I think being pregnant and
emotional and kind of, it’s just a lot put on you or you have limited
time…Before they brought me in to the operating room, they asked me ‘If
something happens to the baby and he doesn’t survive. Do you still want
us to remove your tubes?’ And I was like having that be asked…minutes
before I am going in to give birth was probably one of the hardest
decisions. Because then I was like, ‘Well, why would you ask that if
having another baby was even an option?’ I was very confused at that
point…I wish I had more time to discuss and be like, ‘Well, wait if I
shouldn’t have any more babies, why was that asked?’” (#125)
Had to Convince Provider…But Not as Much
In contrast to the two participants (#102, #125) described above, three participants who
did not feel uneasy about their tubal ligation experience felt like they had to advocate to get the
tubal ligation because they were young, but two of them noted that they felt as though having
medical conditions helped them convince doctors to do the procedure and that it was slightly
easier than if they had been non-disabled. As one 24-year-old participant noted, she felt as
though the sterilization was only an option for her because she had a disability:
“…I also don’t know if it would have been an option if I didn’t have the
disability. Because I feel like the doctor that performed the procedure was
open to it, because…when I talked to him I was like, ‘I want to do this
because of the disability’…And a lot of people are so unwilling to do this
procedure to women who are young and have no children. And I guess
phrasing it that way helped.” (#107)
Another participant also noted that her disability and medical conditions were the
only reason she was allowed to get a tubal ligation at the age of 19:
“Actually, my disability was helpful on this…because it helped me get the
approval. I would not have gotten the approval had I not had my medical
diagnoses beforehand. I was straight up told that by the psychologist that I
had to see…he straight up told me if I wasn’t sick, he would not allow a
19-year-old to get…her tubes tied.” (#106)
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Another participant with cerebral palsy kept having to advocate for herself because she
was told she was “too young” to do a tubal ligation, and her physician told her that she could still
be a parent with a disability:
“…I felt that I had to convince doctors to actually do it to me, I don’t
know how else to put it…And I felt like I shouldn’t have had to go that
far. I shouldn’t have had to talk to a surgeon twice to say, ‘Yes, I’m
young, but this is what I want.’… I felt like I had to explain myself more
because of it, like, yes, you’re disabled, but you could still have children.
And I felt like that’s where they were coming from. And I was like, ‘Yes, I
know I’m disabled, but I don’t want children.’” (#120)
Similarly, another participant with epilepsy described how her doctor tried to show her
that others with her medical condition have gone on to give birth and become parents:
“He [the doctor] told me that, ‘Yes, there are other ways where you can be
able to like, protect yourselves and you can just take the precautions and if
you have the right support system, everything was going to be okay.’…I
can’t say that I do regret my decision because I feel like it’s best for me.
And he told me that if I actually decided on the other methods of actually
being a parent, like adoption if in the near future, I wanted to be a parent,
that’s what he told me.” (#123)
Qualitative Subgroup Analyses
The qualitative data were also looked at via subgroup using Dedoose’s analyze
feature to investigate whether code application differed by certain characteristics, such as
race, participant age (18-26, 27-35, 36-44), whether or not the participant used a mobility
device, as well as when the participant first acquired or was diagnosed with their
disability (at birth or during early childhood, during childhood, or during adulthood). As
the sample was heavily skewed towards those who used mobility devices (only four
participants did not use a mobility device), code application was reflective of this
distribution. More of those who acquired their disability in childhood reported friends
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using a particular method as a source of information for contraception than those in either
other group. Three of the seven (42.9%) participants who had been sterilized became
disabled as adults, whereas 6 of the 19 participants (31.6%) who had not been sterilized
became disabled as adults. The average age of those who were sterilized was 31.0 years
old (range 24-38), while the average age of the non-sterilized group was 29.8 years old
(range 21-44). For the race subgroup analysis, more of those who were not White
mentioned their racial identity during the interviews and how this identity impacted their
experiences as both disabled and either Asian or Latina/Hispanic. For the age subgroup
analysis, more of those in the two younger groups mentioned microaggressions as a form
of “subtle” discrimination than those in the older group. More participants in these
younger age groups discussed physician’s listening as an enabler to care, and the
importance of methods being easy to access and convenient.
Mixed Methods Findings: Triangulation of the Survey and Interview Findings (Table 14)
The findings from the interviews can be used to explain some of the differences seen in
contraceptive use between those with and without disabilities from the NSFG survey data.
Interviewees noted multiple barriers to accessing reproductive health care, or medical reasons for
not using particular contraceptive options, which might help explain why people with any
disability were less likely in the national survey data to use any method or use a method that
required dedicated supplies or a procedure than those without disabilities. Those who reported
difficulty walking/climbing stairs in the NSFG were more likely to use any method than those
who didn’t report this difficulty, which might be due to those with physical disabilities wanting
to control their period or try to best plan their pregnancy in the context of medical conditions.
This is likely also the case for the higher rates of sterilization reported among disabled people.
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Furthermore, interviewees also noted physicians giving information that is not necessarily
accurate. For example, several participants were told they could not get an IUD or the
participants themselves were worried about getting an IUD because they would not necessarily
know if something was wrong with the IUD placement because of impaired sensation. This
indicates a need for provider knowledge on the impact (or not) of disability on contraception to
ensure that everyone has access to whatever contraceptive method they want. Interview
participants also noted the need for provider education about disability and identified provider
biases and assumptions about disabled people and reproductive health. Participants, both
sterilized and not, noted some provider biases and assumptions that impacted their experiences
accessing reproductive health care, but many had providers they liked and felt respected by.
Regarding sterilization, Li and colleagues18 were concerned that the higher sterilization
rate seen in disabled people could be due to provider coercion. Two (out of 7) of the participants
who had undergone a sterilizing procedure noted that they felt their disability may have had an
impact on why their physicians did a tubal ligation, which could be seen as bias (related to
various factors described above) leading to providers recommending sterilization over other
methods to people with disabilities. Another factor, as described by several participants, might be
that disabled people are able to “use” their disability as a reason given to their physician about
their motivation for sterilization. Some physicians may be otherwise unwilling to sterilize young
people who do not have any children. This may be partially due to providers being worried that
younger patients will want to reverse a sterilization, as those aged 18–24 years at the time of
sterilization are almost four times more likely to seek reversal information and almost eight times
more likely to undergo a reversal than those who were sterilized at the age of 30 or older.38 Thus,
including disability as part of the justification for the decision may make these providers more
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likely to provide a sterilizing procedure to younger people. Similarly, NSFG respondents with
disabilities were more likely to report a medical reason for their sterilization than respondents
without disabilities. While their disability may have helped interviewees get the wanted
sterilization they were seeking, and gave them control over their reproduction, it indicates that
there may still be provider biases about who should and should not use sterilization.
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Table 3: Types of Disability among Female Respondents aged 15-49, NSFG 2011-2017, (N =
10,822)
n
Weighted %
95% CI
Disability
Difficulty hearing
286
2.6
2.2, 3.1
Difficulty seeing
542
4.6
3.9, 5.4
Difficulty walking/using stairs
390
3.2
3.7, 3.8
Difficulty concentrating/decision
1461
12.3
11.3, 13.5
making
Difficulty dressing/bathing
83
0.7
0.5, 1.1
Difficulty doing errands alone
439
3.5
3.0, 4.1
Any disability
2158
18.1
16.7, 19.6
Cognitive/physical disability
No disability
8664
81.9
80.4, 83.3
Cognitive disability*
1461
12.3
11.3, 13.5
Non cognitive disability**
697
5.8
5.1, 6.5
Mean number of disabilities among
1.5 (Range 1-6)
-1.43, 1.55
those with disabilities
*Included those who reported difficulty with concentrating or decision making, even if they reported other
disabilities as well.
**Included those who reported any other disability.
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Table 4: Contraceptive Use and Selected Demographic Characteristics by Disability Status,
NSFG 2011-2017, (N = 10,822)

Primary Outcomes
Use of Any Method
Yes
No

Any disability
(n=2,158)
Unweighted Weighted
n
%

Unweighted
n

Weighted
%

Total sample
(n=10,822)
Unweighted Weighted
n
%

1847
311

7692
972

90.2
9.8

9539
1283

87.1
12.9

No Disability (n=8,664)

89.7
10.3

.005

Contraception
Effectiveness
High effectiveness
Moderate effectiveness
Low effectiveness

n=1,834
947
485
402

52.7
25.8
21.5

3264
2542
1860

43.9
32.0
24.1

4211
3027
2262

45.4
30.9
23.6

.000

Female Sterilization
Yes
No

n=2,152
613
1539

28.8
71.2

n=8,655
1566
7089

18.9
81.1

n=10,807
2179
8628

20.7
79.3

<.001

82.1
17.9

.029

.000

Secondary Outcomes
Use of A Method
Requiring Supplies or
a Procedure
Yes
No
Contraception
Categories Based on
Shared
Characteristics
Sterilization (Male or
Female)
Prescription methods
(not LARC)
Nonprescription
methods
LARC

N=7,666

p (Chisquare,
RaoScott
adjusted)

n=2,152

1695
457

n=9,500

n=8,655

79.7
20.3

n=1,834

7080
1575

n=10,807

82.6
17.4

N=7,666

8775
2032
n=9,500

682

38.1

2056

29.4

2738

30.9

485

25.8

2546

32.1

3031

31.0

402

21.5

1856

24.0

2258

23.6

265

14.6

1208

14.5

1473

14.6

Age
Mean age

30.38

--

31.05

--

30.93

--

Ever Pregnant
Yes
No

1545
613

71.3
28.7

6031
2633

68.3
31.7

7576
3246

68.8
31.2

.079
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Births
No Births
1 birth
2 or more births
Education
No high school degree
High school degree or
GED
Some college or
Associate degree
Bachelor’s degree or
higher
Race/ethnicity
Hispanic/Latino
Non-Hispanic White
Non-Hispanic Black
Non-Hispanic Other
Insurance
Private insurance or
Medi-Gap
Medicaid or CHIP
Medicare or Military
Underinsured/uninsured
Income
$0-$14,999
$15,000-$29,999
$30,000-$49,999
$50,000-$74,999
$75,000 or more
Marital status
Currently married to
person of opposite sex
Not married, living w/
opposite sex partner
Widowed/ Divorced/
Separated
Never been married
Health status
Excellent/Very good
Good
Fair/ Poor

Any disability
(n=2,158)
Unweighted Weighted
n
%

No Disability (n=8,664)
Unweighted
n

Weighted
%

Total sample
(n=10,822)
Unweighted Weighted
n
%

756
401
1001

35.1
19.2
45.7

3085
1639
3940

36.7
16.4
47.0

3841
2040
4941

36.4
16.9
46.7

.177

557
736

22.9
34.1

1255
2146

11.5
22.4

1812
2882

13.6
24.5

.000

625

29.7

2786

32.9

3411

32.4

240

13.3

2477

33.3

2717

29.6

459
1093
503
103

19.0
61.6
15.2
4.2

2034
4253
1862
515

19.8
59.6
13.8
6.8

2493
5346
2365
618

19.7
59.9
14.1
6.3

.017

807

44.3

4937

64.7

5744

61.0

.000

773
149
429

29.2
6.1
20.5

1766
391
1570

14.9
4.0
16.4

2539
540
1999

17.5
4.4
17.1

757
494
373
270
264

28.6
21.3
18.4
15.0
16.7

1821
1652
1676
1499
2016

15.8
16.2
18.2
19.3
30.5

2578
2146
2049
1769
2280

18.1
17.1
18.2
18.6
28.0

.000
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33.1

3331

46.7

3895

44.2

.000

370

18.5

1332

16.3

1702

16.7

319

12.9

814

7.8

1133

8.7

905

35.5

3187

29.2

4092

30.3

n=2147
956
709
482

44.2
36.3
19.5

N=8637
6103
2066
468

72.9
22.4
4.7

n=10784
7059
2775
950

67.7
24.9
7.4

p (Chisquare,
RaoScott
adjusted)

.000
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Table 5: Crude and Adjusted Logistic Regression Models of Any Method Use by Disability
Type (N = 10,822)+

No disability (ref.)
Any disability

Unweighted
n, Weighted
%
7692, 90.2
1847, 87.1

OR

95% CI

aOR*

95% CI

0.73

0.59, 0.91***

0.82

0.65, 1.04

Non cognitive disability (ref.)**
Cognitive disability

607, 90.3
1240, 85.7

0.64

0.43, 0.96***

0.65

0.44, 0.94***

No difficulty hearing (ref.)
Difficulty hearing

9292, 89.7
247, 88.3

0.86

0.51, 1.44

0.95

0.56, 1.60

No difficulty seeing (ref.)
Difficulty seeing

9077, 89.8
462, 86.1

0.70

0.48, 1.03

0.78

0.52, 1.16

No difficulty walking/using stairs (ref.)
Difficulty walking/using stairs

9189, 89.6
350, 93.3

1.62

0.97, 2.71

2.22

1.29, 3.82***

No difficulty concentrating/decision
making (ref.)
Difficulty concentrating/decision
making

8299, 90.2
1240, 85.7

0.65

0.51, 0.83***

0.71

0.55, 0.92***

No difficulty dressing/bathing (ref.)
Difficulty dressing/bathing

9461, 89.6
78, 97.5

4.44

1.56, 12.64***

3.87

1.35, 11.09***

No difficulty doing errands alone (ref.) 9153, 89.7
Difficulty doing errands alone
386, 89.0
0.93
0.58, 1.51
1.06
0.63, 1.78
+ Methods (coded as “yes”) included female sterilization, partner’s sterilization, IUDs, implants, oral contraceptive
pills, injectables, patches, vaginal rings, external and internal condoms, diaphragms, EC, spermicides, periodic
abstinence (NFP, cervical mucus test, or temperature rhythm), periodic abstinence (calendar rhythm), and
withdrawal.
*Covariates included: education, race/ethnicity, insurance status, income, number of births, marital status, parity,
general health status, and age (n = 10,784).
**n = 2,158 in crude model and n = 2,147 in adjusted model, subset of those with disabilities
*** significant at p < 0.05
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Table 6: Crude and Adjusted Multinomial Regression Models of Influence of Disability Type on Contraceptive Effectiveness
among Female Respondents who Used a Method (N = 9,500)+
High vs.
Moderate
Effectiveness
OR

Crude (Unadjusted) Model
95% CI
Low vs.
Moderate
Effectiveness
OR

No disability (ref.)
Any disability

1.49

1.23, 1.80***

Non cognitive disability
(ref.)**
Cognitive disability

0.86

No difficulty hearing (ref.)
Difficulty hearing
No difficulty seeing (ref.)
Difficulty seeing
No difficulty
walking/using stairs (ref.)
Difficulty walking/using
stairs
No difficulty
concentrating/decision
making (ref.)
Difficulty
concentrating/decision
making
No difficulty
dressing/bathing (ref.)
Difficulty
dressing/bathing

95% CI

High vs.
Moderate
Effectiveness
aOR*

Adjusted Model
95% CI
Low vs.
Moderate
Effectiveness
aOR*

1.11

0.90, 1.38

1.42

1.12, 1.80***

1.17

0.94, 1.46

0.58, 1.27

0.92

0.58, 1.46

1.16

0.72, 1.86

1.14

0.72, 1.82

2.21

1.34, 3.63***

1.85

0.97, 3.55

1.55

0.94, 2.60

1.68

0.96, 2.92

2.42

1.69, 3.48***

1.67

1.09, 2.54***

1.62

1.01, 2.55***

1.38

0.86, 2.22

2.91

2.0, 4.23***

1.05

0.58, 1.89

1.63

0.98, 2.71

0.96

0.55, 1.67

1.37

1.06, 1.77***

1.07

0.82, 1.40

1.44

1.07, 1.95***

1.21

0.91, 1.60

6.07

2.41, 15.29***

2.38

0.78, 7.18

2.44

0.75, 7.92

1.99

0.61, 6.54

95% CI
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Crude (Unadjusted) Model
High vs.
Moderate
Effectiveness
OR

95% CI

Low vs.
Moderate
Effectiveness
OR

Adjusted Model
95% CI

High vs.
Moderate
Effectiveness
aOR*

95% CI

Low vs.
Moderate
Effectiveness
aOR*

95% CI

No difficulty doing
errands alone (ref.)
Difficulty doing errands
1.53
1.07, 2.20***
0.70
0.45, 1.10
1.29
0.85, 1.96
0.76
0.48, 1.20
alone
+ Type of contraception was also recoded based on World Health Organization’s (WHO) classification system: “high effectiveness” methods included
respondent female sterilization, partner’s sterilization, IUDs, and implants, “moderate effectiveness” included oral contraceptive pills, injectables, patches, and
vaginal rings, and “low effectiveness” included external and internal condoms, withdrawal, fertility awareness methods, diaphragms, and spermicides.
Emergency contraception remained a separate category, and was excluded in the regressions.
*Covariates included: education, race/ethnicity, insurance status, income, number of births, marital status, parity, general health status, and age.
**n = 1,834 in crude model and n = 1,825 in adjusted model, subset of those with disabilities
*** significant at p < 0.05
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Table 7: Crude and Adjusted Logistic Regression Models of Influence of Disability Type on
Female Sterilization (vs. Any Other Method or No Method) (N = 10,807) +
OR

95% CI

aOR*

95% CI

No disability (ref.)
Any disability

1.74

1.47, 2.06***

1.39

1.12, 1.74***

Non cognitive disability (ref.)**
Cognitive disability

1.11

0.85, 1.44

1.37

0.92, 2.04

No difficulty hearing (ref.)
Difficulty hearing

1.89

1.32, 2.70***

1.23

0.81, 1.86

No difficulty seeing (ref.)
Difficulty seeing

1.82

1.36, 2.43***

1.07

0.7, 1.50

No difficulty walking/using stairs (ref.)
Difficulty walking/using stairs

4.30

3.14, 5.89***

2.05

1.34, 3.13***

No difficulty concentrating/decision making (ref.)
Difficulty concentrating/decision making

1.73

1.46, 2.06***

1.53

1.20, 1.95***

No difficulty dressing/bathing (ref.)
Difficulty dressing/bathing

7.06

3.81, 13.06***

2.12

1.01, 4.44***

No difficulty doing errands alone (ref.)
Difficulty doing errands alone
2.65
1.87, 3.77***
2.03
1.28, 3.21***
+ Non-female sterilization methods included no method or any other method type.
*Covariates included: education, race/ethnicity, insurance status, income, number of births, marital status, parity,
general health status, and age.
**n = 2,152 in crude model and n = 2,141 in adjusted model, subset of those with disabilities
*** significant at p < 0.05
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Table 8: Adjusted Multinomial Regression Models of Influence of Disability Type on
Contraceptive Effectiveness among Female Respondents who Used a Method Without
Those Who Were Sterilized (N = 7,299)+
Adjusted Model Excluding Those Without Sterilization
High vs.
95% CI
Low vs.
95% CI
Moderate
Moderate
Effectiveness
Effectiveness
aOR*
aOR*
No disability (ref.)
Any disability

1.271

0.96, 1.68^

1.17

0.94, 1.46

Non cognitive disability
(ref.)**
Cognitive disability

0.90

0.55, 1.47^^

1.16

0.73, 1.83

No difficulty hearing (ref.)
Difficulty hearing

1.37

0.72, 2.60^

1.63

0.94, 2.84

No difficulty seeing (ref.)
Difficulty seeing

1.68

1.02, 2.75

1.37

0.86, 2.17

1.22

0.62, 2.41^

0.97

0.57, 1.67

1.20

0.82, 1.75^

1.22

0.91, 1.62

No difficulty dressing/bathing
(ref.)
Difficulty dressing/bathing

1.77

0.35, 9.11^

1.93

0.57, 6.47

No difficulty doing errands
alone (ref.)
Difficulty doing errands alone

1.03

0.64, 1.67^

0.78

0.49, 1.23

No difficulty walking/using
stairs (ref.)
Difficulty walking/using
stairs
No difficulty
concentrating/decision
making (ref.)
Difficulty
concentrating/decision
making

+ Type of contraception was also recoded based on World Health Organization’s (WHO) classification system:
“high effectiveness” methods included respondent female sterilization, partner’s sterilization, IUDs, and implants,
“moderate effectiveness” included oral contraceptive pills, injectables, patches, and vaginal rings, and “low
effectiveness” included external and internal condoms, withdrawal, fertility awareness methods, diaphragms, and
spermicides. Emergency contraception remained a separate category, and was excluded in the regressions.
*Covariates included: education, race/ethnicity, insurance status, income, number of births, marital status, parity,
general health status, and age.
**n = 1,216 in adjusted model, subset of those with disabilities
*** significant at p < 0.05
^got closer to 1, ^^changed direction
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Table 9: Adjusted Linear Regression Models of Age of Sterilization Among Those Who
Were Sterilized (N = 2,174)
Difference in age at
sterilization
(unadjusted)

95% CI

Difference in age at
sterilization
(adjusted) (n =
2,164)*

95% CI

No disability (ref.)
Any disability

-1.32***

-2.12, -0.51

-0.26

-1.06, 0.55

Non cognitive disability
(ref.)**
Cognitive disability

-0.33

-1.92, 1.25

0.031

-1.21, 1.27

No difficulty hearing (ref.)
Difficulty hearing

-1.09

-3.44, 1.28

-0.20

-2.12, 1.72

No difficulty seeing (ref.)
Difficulty seeing

-1.09

-2.25, 0.08

-0.48

-1.64, 0.68

-1.31***

-2.419, -0.216

0.87

-1.96, 0.22

-1.32***

-2.17, -0.47

-0.30

-1.08, 0.48

-0.66

-2.66, 1.34

-0.39

-2.22, 1.44

No difficulty walking/using
stairs (ref.)
Difficulty walking/using
stairs
No difficulty
concentrating/decision
making (ref.)
Difficulty
concentrating/decision
making
No difficulty
dressing/bathing (ref.)
Difficulty dressing/bathing

No difficulty doing errands
alone (ref.)
Difficulty doing errands
-2.14***
-3.15, -1.08
-1.62***
-2.83, -0.42
alone
*Covariates included: education, race/ethnicity, insurance status, income, number of births, marital status, parity,
general health status, and age (n = 2,164).
**n = 611 in crude model and n = 608 in adjusted model, subset of those with disabilities
*** significant at p < 0.05
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Table 10: Reasons for Sterilization by Disability Status from NSFG Respondents (N =
2179)
Any
disability
Unweighted
n

No disability
Weighted %

Unweighted n

Weighted %

p (Chisquare,
Rao-Scott
adjusted)

87.2
12.8

0.001

Respondent had all
the children they
wanted
Yes
No

(n=288)

Partner had all the
children they wanted
Yes
No

(n=240)
173
67

73.0
27.0

587
142

83.7
16.3

0.005

Medical reasons
Yes
No

(n=290)
173
117

66.9
33.1

(n=811)
364
447

44.8
55.2

0.000

Problems with other
birth control
Yes
No

(n=256)

14.6
85.4

0.684

216
72

35
221

(n=808)

77.8
22.2

678
130
(n=729)

(n=747)
16.3
83.7

105
642

Table 11: Crude and Adjusted Logistic Regression Models of Method Use that Requires
Supplies or a Procedure Use by Disability Type (N = 10,807)+
OR

95% CI

aOR*

95% CI

No disability (ref.)
Any disability

0.83

0.70, 0.98***

0.85

0.71, 1.02

Non cognitive disability (ref.)**
Cognitive disability

0.82

0.60, 1.12

0.79

0.58, 1.07

No difficulty hearing (ref.)
Difficulty hearing

0.78

0.51, 1.18

0.79

0.52, 1.19

No difficulty seeing (ref.)
Difficulty seeing

0.73

0.54, 0.99***

0.77

0.56, 1.05

No difficulty walking/using stairs (ref.)
Difficulty walking/using stairs

1.56

0.95, 2.54

1.67

1.02, 2.73***

No difficulty concentrating/decision making (ref.)
Difficulty concentrating/decision making

0.78

0.64, 0.95***

0.79

0.64, 0.97***

No difficulty dressing/bathing (ref.)
Difficulty dressing/bathing

2.11

0.88, 5.01

1.49

0.60, 3.70

No difficulty doing errands alone (ref.)
Difficulty doing errands alone
1.09
0.74, 1.62
1.05
0.70, 1.56
+ Methods requiring supplies or a procedure (coded as “yes”) included female sterilization, partner’s sterilization,
IUDs, implants, oral contraceptive pills, injectables, patches, vaginal rings, external and internal condoms,
diaphragms, EC, and spermicides. Methods not requiring supplies or a procedure (coded as “no”) were periodic
abstinence (NFP, cervical mucus test, or temperature rhythm), periodic abstinence (calendar rhythm), and
withdrawal, or no method.
*Covariates included: education, race/ethnicity, insurance status, income, number of births, marital status, parity,
general health status, and age (n = 10,769).
**n = 2,152 in crude model and n = 2,141 in adjusted model, subset of those with disabilities
*** significant at p < 0.05
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Table 12: Crude and Adjusted Multinomial Regression Models of Influence of Disability Type on Contraceptive Use Based on
Shared Characteristics among Female Respondents who Used a Method (N = 9,500)+
Crude (Unadjusted) Model

No disability
(ref.)
Any
disability
Non
cognitive
disability
(ref.)**
Cognitive
disability
No difficulty
hearing
(ref.)
Difficulty
hearing
No difficulty
seeing (ref.)
Difficulty
seeing

Adjusted Model

Steriliza
tion (m
or f) vs.
Rx
method
OR

95% CI

LAR
C vs.
Rx
metho
d OR

95% CI

NonRx
method
vs. Rx
method
OR

95% CI

Steriliz
ation
(m or
f) vs.
Rx
method
aOR*

95% CI

LARC
vs. Rx
metho
d
aOR*

95% CI

NonRx
method
vs. Rx
method
aOR*

95% CI

1.61

1.36, 1.97***

1.25

0.94,1.64

1.11

0.90, 1.38

1.45

1.12, 1.89***

1.36

1.01,
1.84***

1.18

0.94, 1.47

0.93

0.63, 1.38

0.70

0.41, 1.22

0.92

0.58, 1.46

1.42

0.84, 2.40

0.89

0.53, 1.47

1.16

0.73, 1.84

2.24

1.34, 3.74***

2.15

1.12,
4.11***

1.86

0.97, 3.56

1.30

0.77, 2.21

1.91

1.00, 3.63

1.66

0.95, 2.90

2.71

1.86, 3.95***

1.84

1.10,
3.09***

1.67

1.10, 2.55***

1.61

0.96, 2.71

1.51

0.88, 2.61

1.40

0.88, 2.25
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Crude (Unadjusted) Model

No difficulty
walking/usin
g stairs (ref.)
Difficulty
walking/usin
g stairs
No difficulty
concentratin
g/decision
making
(ref.)
Difficulty
concentratin
g/decision
making
No difficulty
dressing/bat
hing (ref.)
Difficulty
dressing/bat
hing

Adjusted Model

Steriliza
tion (m
or f) vs.
Rx
method
OR

95% CI

Sterili
zation
(m or
f) vs.
Rx
metho
d OR

95% CI

Steriliz
ation
(m or f)
vs. Rx
method
OR

95% CI

Steriliz
ation
(m or
f) vs.
Rx
method
OR

95% CI

Sterili
zation
(m or
f) vs.
Rx
metho
d OR

95% CI

Steriliz
ation
(m or f)
vs. Rx
method
OR

1.682

0.939, 3.01

1.36

0.62, 2.30

0.98

0.56, 1.72

1.91

1.11, 3.28***

1.34

0.61, 2.94

1.00

0.57, 1.74

1.52

1.19, 1.96***

1.07

0.74, 1.56

1.07

0.82, 1.40

1.64

1.22, 2.21***

1.232

0.83, 1.83

1.23

0.92, 1.63

8.15

3.18, 20.89***

1.74

0.46, 6.59

2.38

0.79, 7.20

2.67

0.74, 9.62

2.03

0.37, 11.08

2.00

0.61, 6.6

74

Crude (Unadjusted) Model
Steriliza
tion (m
or f) vs.
Rx
method
OR

95% CI

Sterili
zation
(m or
f) vs.
Rx
metho
d OR

95% CI

Adjusted Model
Steriliz
ation
(m or f)
vs. Rx
method
OR

95% CI

Steriliz
ation
(m or
f) vs.
Rx
method
OR

95% CI

Sterili
zation
(m or
f) vs.
Rx
metho
d OR

95% CI

Steriliz
ation
(m or f)
vs. Rx
method
OR

95% CI

No difficulty
doing
errands
alone (ref.)
Difficulty
1.89
1.28, 2.79***
0.80
0.51, 1.26
0.700
0.45, 1.10
1.61
0.98, 2.65
0.98
0.59, 1.63
0.78
0.49, 1.23
doing
errands
alone
+ Type of contraception was also recoded into four categories: 1) female or male sterilization, 2) LARC (IUDs and implants), 3) non-LARC prescription methods
(pills, injectables, patches, and rings), and 4) non-prescription methods (external and internal condoms, withdrawal, fertility awareness methods, diaphragms, and
spermicides), with those using nothing, other, or emergency contraception excluded.
*Covariates included: education, race/ethnicity, insurance status, income, number of births, marital status, parity, general health status, and age.
**n = 1,834 in crude model and n = 1,825 in adjusted model, subset of those with disabilities
*** significant at p < 0.05
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Table 13: Summary of Primary Outcomes by Disability Type

Use of Any
Method

Any disability
Cognitive
disability vs.
non-cognitive
disability
Difficulty
hearing
Difficulty
seeing
Difficulty
walking/using
stairs
Difficulty
concentrating/d
ecision making

High
Contraception
Effectiveness
vs. Moderate

Female
Sterilization

Age at
Sterilization

They had all
the children
they wanted

*

Medical reason

Problems with
other forms of
contraception

*





*

*



*







--

--

--

--









--

--

--

--



*





--

--

--

--

*



*



--

--

--

--

*

*

*



--

--

--

--



*



--

--

--

--



*

*

--

--

--

--

Difficulty
dressing/bathin *
g
Difficulty
doing errands

alone
*significant at p < 0.05

*

Their partner
had all the
children they
wanted
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Table 14: Sample Description of Interview Participants (N = 26)
Disability type, in addition
to physical
Invisible disability
Mental disability
Sensory disability
Developmental disability
Learning disability
Age

Race*
White
Latina/Hispanic
Black
Asian
Other
Relationship Status
Married
Living with their significant
other but not married
Single
In a relationship but not
living together
Divorced/Separated
Parity
0
1
2
Education
High School degree
Trade/technical/vocational
degree
Bachelor’s degree
Master’s degree
Professional degree (e.g.,
JD or MD)
Employment*
Full-time
Part-time
Not employed
Receiving SSDI
Student

n

%

5
4
3
2
1

19.2
15.4
11.5
7.7
3.8

Average 30.15
years old

Range
21-44
years old

15
8
4
2
1

57.7
30.8
15.4
7.7
3.8

9
7

34.6
26.9

6
2

23.1
7.7

2

7.7

19
1
6

73.1
3.8
23.1

5
1

19.2
3.8

15
4
1

57.5
15.4
3.8

8
5
5
5
4

30.8
19.2
19.2
19.2
15.4
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Insurance*
Employer health insurance
Medicaid
Medicare
Family member’s employer
health insurance
Marketplace
Other
Annual Income
Less than $25,000
$25,000-$34,999
$35,000-$49,999
$50,000-$74,999
$75,000-$99,999
$100,000-$149,999
Disability
Diagnosed at birth/soon
after birth
Diagnosed as children up to
age 13
Diagnosed at age 14 and up
Amount of time with
disability
Type of Disability*
Spinal cord injury
Spina bifida
Ehlers-Danlos syndrome or
connective tissue disorder
Rheumatoid arthritis
Amputee or missing limbs
Multiple sclerosis
Epilepsy
Anxiety and depression
Charcot-Marie-Tooth
disorder
Cerebral palsy
Vestibular issues
Raynaud's disease
Syringomyelia
Stroke
Dwarfism
Fibromyalgia
Dysautonomia
Chiari malformation
Brittle bone disease

n

%

13
8
5
2

50
30.8
19.2
7.7

1
1

3.8
3.8

6
5
1
7
4
3

23.1
19.2
3.8
26.9
15.4
11.5

7

26.9

7

26.9

12

46.2

Average 18.5
years

Range 544 years

9
3
3

34.6
11.5
11.5

2
2
2
2
2
1

7.7
7.7
7.7
7.7
7.7
3.8

1
1
1

3.8
3.8
3.8

1
1
1
1
1
1
1

3.8
3.8
3.8
3.8
3.8
3.8
3.8
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n

%

Contraceptive Use Among
Interview Participants
Ever Used*
External condom
Pill
Withdrawal
Emergency contraception
Implant
Tubal ligation/sterilization
IUD
Injectable
Patch
Ring
Fertility awareness methods
Partner’s vasectomy

21
20
13
10
7
7
6
6
3
3
2
1

80.8
76.9
50.0
38.5
26.9
26.9
23.1
23.1
11.5
11.5
7.7
3.8

Past 30 days*
Pill
Tubal ligation/sterilization
Withdrawal
IUD
Implant
Emergency contraception
External condom
Patch
Fertility awareness methods
Partner’s vasectomy

8
7
4
4
3
2
2
2
1
1

30.8
26.9
15.4
15.4
11.5
7.7
7.7
7.7
3.8
3.8

Past 30 days (most
effective)
Pill
7
26.9
Tubal ligation/sterilization
7
26.9
IUD
4
15.4
Implant
3
11.5
Patch
2
7.7
Emergency contraception
1
3.8
Fertility awareness methods 1
3.8
Partner’s vasectomy
1
3.8
*percentages sum to greater than 100% because categories are not mutually exclusive.
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Table 15: Joint Display from Mixed Methods Findings For Participants with Disabilities
Quantitative Finding
Disabled people had…
- lower odds of method use (but not in
adjusted models, aOR 0.82)
- higher odds of highly effective method use
(aOR 1.42)

Relevant Qualitive Theme/Finding
- Disability or medical condition impacted their method choice,
including not wanting it to interfere with medications or safety
(Medical Aspects of Disability Impact Method Choice)
- Provider lack of disability-specific knowledge (Mixed
Experiences with Insurance Coverage and Provider
Interactions)

- higher odds of sterilization (aOR 1.39)
- Provider assumptions that those with disabilities not sexually
active; barriers to accessing care (Barriers and Enablers to
Accessing Reproductive Health Care)
Those wth difficulty…
- walking/climbing stairs had higher odds of
method use (aOR 2.22)
- dressing/bathing had higher odds of method
use (aOR 3.87)

- Effect of contraception on stopping their periods was positive
(Contraception Decision Making: Convenient and Easy to
Access Methods (Patient Factors))

- had higher odds of highly effective method
use (aOR 1.42)

- Need to be on a method due to concerns about becoming
pregnant with a disability, or at least need for a “planned”
pregnancy (Medical Aspects of Disability Impact Method
Choice)
- Need to be on a method due to concerns about becoming
pregnant with a disability, or at least need for a “planned”
pregnancy (Medical Aspects of Disability Impact Method
Choice)

Disabled people…

- Most described medical reasons for getting a sterilization
(Reasons for Sterilization: Disability or Medical Aspects of
Disability Led to Sterilization)
Participants noted…

Disabled people…

- had higher odds of sterilization (aOR 1.39)
- were more likely to report a medical reason
for sterilization (p < 0.001)
Those with difficulty…

Meta-inference
This group might have difficulty accessing reproductive
health care overall, but those able to access care may be
more likely to be offered or choose highly effective
methods including sterilization.
Reflects multiple barriers to accessing reproductive health
care; medical reasons for not using particular options;
lack of provider- or patient-specific information regarding
contraception for those with disabilities/certain medical
conditions; provider biases about those with disabilities.
Importance of controlling one’s period and trying to best
plan pregnancy in the context of medical conditions.

As the use of highly effective methods seemed to be
driven by higher rates of sterilization among people with
disabilities, they may be more likely to be offered or to
choose sterilization as a method.

- advocacy needed to get a sterilization but conjectured it may
have been easier than for non-disabled people (Most, But Not
All, Wanted a Sterilization and Fought to Get One)

The presence of a disability may have had an impact on
why a physician provides sterilization, which could be
seen as bias leading to providers recommending
sterilization over other methods to people with
disabilities.

- they had to advocate to get sterilization because they were
young, but noted that they felt as though having medical

Another factor might be that disabled people are able to
“use” their disability as a reason given to their physician

- walking/climbing stairs had higher odds of
sterilization (aOR 2.05)
- dressing/bathing had higher odds of
sterilization (aOR 2.12)
- doing errands alone had higher odds of
sterilization (aOR 2.03)

conditions helped them convince doctors to do the procedure
(Had to Convince Provider…But Not as Much)

about their motivation for sterilization, given that
providers may be wary of sterilizing younger patients due
to the concern that they may later have regret and seek its
reversal.
While disability may help someone obtain a wanted
sterilization, the higher rates may still reflect provider
bias about who should and should not use sterilization.

- concentrating/decision making had higher
odds of sterilization (aOR 1.53)
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Chapter 4: Discussion
This section begins with a brief review of the study’s purpose as well as major findings.
These findings are discussed in relation to other studies on the topic. The study’s strengths and
limitations are discussed, including explanations for any surprising, unexpected, or inconclusive
results.
Study Purpose and Methods
This mixed methods study sought to analyze secondary quantitative data to provide
population-level estimates of contraceptive use patterns and collect and analyze qualitative data
from in-depth interviews that expanded the understanding of these contraceptive use patterns.
For the qualitative portion of the study, primary data were collected via 26 in-depth interviews of
those with physical disabilities who were born with a uterus and who were between the ages of
18 and 44 living in the US.
These methods were best suited for this research because prior quantitative studies using
the NSFG focused on one or more disability groups and often combined groups, but no prior
study has attempted to report on all six disability categories because of limitations in sample size
or looked at differences in reasons for sterilization. Furthermore, I used qualitative interviews to
explore if differences in contraception and sterilization decision-making are related to individual, environmental-, provider-, and system-level factors. This qualitative piece is especially
important in trying to understand how historical and current forms of oppression, such as ableism
(e.g., provider biases or discrimination against people with disabilities), may impact
contraceptive access and use. Current quantitative surveys are limited in their ability to capture
lived experiences of disabled people and nuances of their interactions with society, health care
systems, and providers.

Summary of Key Findings and Interpretation
NSFG Demographic Findings
The percentage of the sample of the NSFG with disabilities (18%) reflects the United
States Census Bureau’s estimate for disability prevalence (19%).1 As shown in other studies as
well, disabled respondents had lower levels of educational attainment,39 lower income levels
(although among people working similar jobs and schedules, income is similar among those with
and without disabilities),40 and were less likely to be covered by private insurance than those
without disabilities.41 Number of births and ever being pregnant were similar across those with
and without disabilities, which is also reflected in other studies,42,43 although a recent study
indicated that a higher proportion of pregnancies were mistimed/unwanted among women with
disabilities than among women without disabilities.44
NSFG Contraceptive Use by Disability
In adjusted models, female respondents with difficulty concentrating or decision making
were less likely to use any method relative to female respondents without this disability. In
contrast, female respondents with difficulty walking or climbing stairs or difficulty
dressing/bathing had a significantly higher odds of method use compared with those who did not
have these difficulties in the adjusted model. Prior studies also showed these findings, with those
with disabilities (not looking at disability subgroups) being less likely to receive family planning
services than those without disabilities,15 and more likely to use no method than those without
disabilities.45 The current study did not find a significant difference between those with any
disability versus no disability in using any method versus no method in adjusted models, but
found differences in subgroups (i.e., those with difficulty concentrating/decision making had
lower odds of using a method and those with physical or self-care disabilities had higher odds of
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using a method), indicating the need to look at disability subgroups and how different disabilities
may be related to method use. Mosher et al.21 similarly found that NSFG respondents with
cognitive disabilities (i.e., difficulty concentrating or decision making) were less likely to use a
method than those without a disability, which was found in this study as well.
NSFG Use of Contraceptive Methods Based on Effectiveness by Disability
Examining contraceptive effectiveness, those with any disability, those with difficulty
concentrating or decision making, or those who had difficulty seeing had higher odds of using
high effectiveness methods than moderate effectiveness methods compared to those without
these disabilities. Based on other studies,16,20 I hypothesized that those with disabilities would
use moderately effective methods less frequently than those without disabilities, which was
found for those with any disability or those with difficulty concentrating or decision making or
who had difficulty seeing.
NSFG Sterilization Use and Age at Sterilization by Disability
Similarly, when looking at sterilization versus any other method, female respondents with
any disability type were more likely to have received sterilization than use any method other than
sterilization or no method. Findings were particularly strong among female respondents with
physical disabilities, such as difficulty walking/using stairs, dressing/bathing, as well as those
who had difficulty doing errands alone. Female respondents with these types of disabilities had
over twice the odds of sterilization as female respondents who did not have these difficulties. I
found that the greater odds of more effective contraceptive use among those with disabilities was
driven by higher use of sterilization. These results reflect other studies’16,17,18,21 findings that
those with disabilities were more likely to have received sterilization, especially those with
mobility, self-care, or independent living disabilities.16 It is interesting that those with difficulty
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concentrating or decision making were more likely to use no method than those without this
disability, but then among those using any method, were more likely to use sterilization than
those without this disability. It may be that this group might have difficulty accessing
reproductive health care overall, but for those who are able to access this care, they may be more
likely to be offered or to choose sterilization as a method. I found that having a disability was
associated with a decrease in age at sterilization compared with those without disabilities in
unadjusted models, but in adjusted models, only those with difficulty doing errands alone were
significantly more likely to be sterilized at a younger age. Furthermore, a significantly greater
percentage of those with any disability reported that they had medical reasons for their
sterilization, and a significantly greater percentage of those without a disability reported that they
or their partner had all the children they wanted before getting their sterilization. This may
indicate that some of the reasons for sterilization among those with disabilities might be due to
medical reasons rather than other reasons, although how these relate to each other needs
additional exploration, especially since those with disabilities were less likely to report that they
had had all the children they wanted.
Qualitative Results
The thematic analysis of the interview transcripts identified four themes with several
subthemes: 1) Discrimination Experienced: Built Environment/Microaggressions (Structural
Factors); 2) Mixed Experiences with Insurance Coverage and Provider Interactions (Health Care
System Factors); 3) Contraceptive Decision-Making (subthemes: a. Discussions with Health
Care Providers and Valued Others that Promote or Impede Contraceptive Autonomy (Patient
Factors and Provider Factors), b. Medical Aspects of Disability Impact Method Choice (Patient
Factors and Provider Factors), c. Convenient and Easy to Access Methods (Patient Factors)); 4)
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Barriers and Enablers to Accessing Reproductive Health Care (subthemes: a. Office
Accessibility (Clinical Encounter), b. Provider Trust, Communication, and Attitudes (Clinical
Encounter and Provider Factor), c. Access to Transportation (Patient Factor)). For the interviews
with participants who had been sterilized, three themes emerged from the analysis: 1) Most, But
Not All, Wanted a Sterilization and Fought to Get One; 2) Reasons for Sterilization: Disability or
Medical Aspects of Disability Led to Sterilization; 3) Had to Convince Provider…But Not as
Much.
Many participants reported experiences with structural factors in what they described as
not “explicit” discrimination, but with difficulties navigating the built environment due to
inaccessibility, as well as microaggressions from others. In addition to these more subtle forms
of discrimination like microaggressions, participants described issues they encountered in the
workplace and school, as well as racial discrimination. Experiences with discrimination have
been reported by disabled people, with some studies showing that those with disabilities who
perceive discrimination are less likely to seek healthcare than those who do not perceive
discrimination.46,47 Many participants noted issues with insurance not covering needed items,
such as wheelchairs, other mobility aids, home care services, or medications, and overall had
mixed experiences with the health care system.48
Participants were asked about their contraceptive use and what was influenced their
decision-making. Their decision-making about contraception involved discussions with valued
others, such as their physicians, partners, families, and friends, as well as researching
information about methods online, which is similar to themes found in studies not focused on
those with disabilities.49 A recent study looking at contraceptive use among those with medical
conditions similarly found that participants talked to their partner, friends, or clinicians about
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what contraception to use.50 Participants also discussed the characteristics of methods that
influenced their choice of what to use, including whether a method was convenient, easy to
access and, for some, the fact that the method might stop their periods. Another recent study
exploring reproductive health and disability noted that women with physical disabilities
expressed a desire to stop their periods due to difficulties managing menstrual products like pads,
and an increase in symptoms like pain or spasticity during their period.51 Another study not
specifically involving those with disabilities found that methods being affordable and not having
to remember to take the method (i.e., convenient) were among some of the more important
factors in contraceptive decision making.49
For most participants, their disability or medical condition had some impact on what they
chose to use, with some reporting that they are providers did not feel it was safe to use some
options due to their disability. For example, those with various levels of paralysis or weakness
were advised not to use estrogen-containing methods, like the combined oral contraceptive pill,
due to the risk of blood clots, or the injectable, due to the risk of bone loss. Others were advised
not to use an IUD if they had impaired sensation. While there is evidence that immobility
increases the risk of thrombosis,52 there are few guidelines available for specific medical
conditions. The Centers for Disease Control and Prevention Summary Chart of U.S. Medical
Eligibility Criteria for Contraceptive Use includes medical conditions that may impact
contraceptive safety.53 While there is no specific guidance for some conditions like spina bifida,
cerebral palsy, or spinal cord injury, those with multiple sclerosis (a condition that can cause
varying levels of weakness of paralysis) who experience prolonged immobility are advised that
the theoretical or proven risks usually outweigh the advantages of combined oral contraceptive
pills.53 However, these recommendations are largely based upon expert opinion and small
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studies.53 There is also variability in the interpretation of these guidelines, and shared decision
making is advised based upon the relative benefits and risks for individuals.54 Furthermore, there
is some evidence the contraceptive shot or injectable may transiently decrease bone density, but
that it is reversable upon discontinuation.55 Unfortunately, there is no consensus among medical
providers about whether this risk of bone loss is amplified in those already at risk for bone loss
due to paralysis or weakness.55,56 There is also lack of consensus regarding sensation
impairments being a contraindication to using an IUD, with one study indicating that those with
physical disabilities, including adolescents with physical and/or intellectual disabilities, are able
to safely use IUDs,57 and other varied guidance on those with conditions that lead to impaired
sensation, indicating a need for more evidenced-based guidance health care providers can use.58
Many participants noted their need for help in the exam room to transfer onto an exam
table, help with positioning during an exam, or help with getting dressed or undressed, which
could either be an enabler or a barrier to accessing this care, or just the reality of seeking this
care as a disabled person. Enablers to getting access to reproductive health care included having
health care providers who listen, having young and/or female doctors, access to transportation,
and accessibility of offices. Reported barriers included inaccessibility of offices, transportation
issues, provider attitudes or assumptions, and providers not having conversations they likely
would have had with their non-disabled patients about sex and contraception. Several
participants noted the need for provider education about disability, which is reflective of the fact
that while most medical providers learn how to treat illnesses or diseases, there is very little
training in disability or treating disabled patients.59 Relatedly, a small 1999 study found that only
39% of obstetrician-gynecologists had used or purchased a height-adjustable exam table, and 2%
had an accessible scale.60 A larger study from 2012 that included in-person reviews of primary
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care offices in California found that an accessible weight scale was found in 3.6% of the sites
and a height adjustable examination table was found in only 8.4% of the sites.61 The barriers
reported by interview participants in this study are reflective of barriers reported in other studies
on reproductive health care among people with disabilities.4,5,6,8,9,51
Among the participants who reported getting a tubal ligation or sterilization, most of
them wanted a sterilization, and even had to advocate to get their physicians to do the procedure.
However, two participants did report that they felt a bit rushed into getting the procedure or felt
somewhat uneasy about how the decision to do the procedure occurred. Participants discussed
their reasons for sterilization, some of which related to their disability or medical conditions.
Most of the participants who wanted a sterilization described the large amount of advocacy
needed to get the procedure but conjectured that it may have been easier for them to get than for
non-disabled people. Thus, including disability as part of the justification for the decision may
make providers more likely to provide a sterilizing procedure. Similarly, NSFG respondents with
disabilities were more likely to report a medical reason for their sterilization than respondents
without disabilities. While their disability may have helped interviewees get the wanted
sterilization they were seeking, and gave them control over their reproduction, it indicates that
there may still be provider biases about who should and should not use sterilization.
Generalizability and Transferability of the Findings
Quantitative NSFG Results Generalizability
The NSFG uses nationally representative sampling techniques so that the findings of the
study are representative of non-institutionalized women between the ages of 15-44, who live in
the U.S. states (including D.C.). The NSFG oversamples Hispanics/Latinos, Blacks, teens, and
women in order to ensure adequate representation of these populations in the final dataset.30-32
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However, even with pooling across years there were a total of 2158 women with disabilities,
who were not oversampled. Therefore, I cannot be certain that the data provided by participants
with disabilities is fully representative of the population of individuals with disabilities in the US
as a whole. More importantly, this does not include information from institutionalized adults, so
those with disabilities in these settings are not necessarily represented by these findings.
Qualitative Interview Results Transferability
Unlike in quantitative research, qualitative research is concerned with the idea of
transferability rather than generalizability, which is generalizing from the context of the research
study to other settings or contexts rather than generalizing from the study sample to the
population.62 The findings of the themes associated with reproductive health, contraception, and
sterilization among those with disabilities came from a fairly diverse sample of participants in
terms of several disability and demographic factors. The purpose of this sampling approach was
to collect data from a range of individuals with physical disabilities to allow for an understanding
of how disability might impact contraceptive decision making and choice, with the goal of
reaching theoretical saturation of the themes identified across the groups included in the sample.
Having reached theoretical saturation, I am confident in the transferability of the findings (i.e.,
themes identified) in similar contexts.That said, a description of the participants and study
context were given to convey the “sending context,” or the context in which the research took
place, so that others can empirically assess if and to what extent the findings might transfer to the
“receiving context,” or where new research might be conducted.62,63
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Strengths and Limitations
Quantitative NSFG Strengths and Limitations
A possible threat to the internal validity of the findings is information bias, through recall
error or social desirability bias. This is partially because the NSFG collects data via self-report
from participants for events that may have taken place over an extended period of time in the
past as well as regarding behaviors that may have associated stigma (e.g., not using
contraception to avoid an unintended pregnancy) or personal characteristics that are associated
with discrimination or stigma (e.g., disability status).18 For example, studies have shown social
desirability bias occurs in research involving sexual activity (e.g., underreporting of sex without
barrier methods), use of contraceptives (e.g., exaggeration of adherence to pill taking
recommendations), and reports of abortion (e.g., underreporting of abortion when comparing
provider data versus self-report).64 Studies involving stigmatized conditions such as mental
illness and substance abuse have shown social desirability bias in self-reported measures,65,66 so
it is possible that disability, a stigmatizing status, may also be impacted by social desirability
bias, potentially underestimating actual disability rates.
The NSFG is a cross-sectional study, therefore some characteristics reported at the time
of the interview (e.g., income, insurance, disability status) may not reflect respondent
characteristics at the time of contraceptive use, including sterilization.17 Also, NSFG survey
items about disability are dichotomous and do not include level of severity.17 Therefore, the
NSFG findings may mask important differences of contraception use and sterilization between
those with disabilities of varying severities, and it is likely that severity of disability influences
access to medical care.67 The NSFG interview requires listening to headphones and typing
responses on a laptop, so it is unlikely that those with more severe or complete hearing and/or
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visual loss were included, potentially overestimating contraception use among those with
disabilities, as those participating in the NSFG might have less severe disabilities.17 Furthermore,
the NSFG excludes institutionalized individuals, who may have more severe disabilities and/or
experience different rates of sterilization, and disabled people have historically been more likely
to reside in institutional settings.18 It does not sample individuals in prisons, jails, long-term care
facilities such as nursing homes, or psychiatric hospitals, which certainly include people with
disabilities, although the number is not known nor whether certain kinds of disabilities are more
prevalent in those settings.68 The six disability subgroups are not necessarily mutually exclusive,
as someone can have multiple disabilities (e.g., difficulty seeing and walking), but for the
purposes of this study, these categories were treated as separate. It is possible there are unique
circumstances that come with having more than one type of disability that were not explored in
this study.
Studies have also shown that the questions about disabilities that are used in the NSFG,
as well as the American Community Survey (ACS) may miss a percentage of people with
disabilities.68,69 Hall and colleagues69 found that in a sample of over 2,000 youth receiving SSI,
respondents with mental illnesses and developmental disabilities were less likely to respond
affirmatively to the ACS questions, although these findings have not been published.
Furthermore, Burkhauser and colleagues70 conducted a study comparing data from a workactivity limitation question that was used in prior years of the Current Population Survey (CPS)
and the ACS questions and found that using either one of these measures alone underestimates
the size of the working-age population of people with disabilities; the 2010 CPS survey using the
ACS questions missed one third of disabled adults receiving SSDI/SSI.
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Despite being part of the theoretical framework for this study, intersectionality was not
explored in as much detail in this study as initially hoped. Effect modification by race/ethnicity
as a way to look at intersecting identities (i.e., race/ethnicity and disability) was assessed by
adding an interaction term between race and each disability variable to the final multivariable
models. The interaction terms in the multivariable models were not significant at p < 0.05 level,
so the multivariable models were re-run without this interaction term. There may be better ways
to assess intersectionality than effect modification, including some emerging methods, that future
studies may use to better investigate intersectionality.71 Furthermore, additional studies may still
want to stratify outcomes based on race/ethnicity to see how contraceptive and sterilization use
may differ by both race/ethnicity and disability.
Despite these limitations, the overall proportion of those with a disability (18%) matches
what this proportion is estimated to be for the US. The present study also expanded upon
previous studies that have analyzed data from the NSFG, and pooled multiple waves of the
survey (years 2011-2017) to increase the overall sample size and thus improve the statistical
power needed to analyze data for each of the six disability subgroups. Furthermore, no prior
studies using the NSFG have analyzed the data about reasons for sterilization among those with
disabilities and how this might differ from those without disabilities.
Qualitative Interview Results Strengths and Limitations
A clear strength of the qualitative component of this study was that saturation of themes
was reached, however, it proved difficult to recruit Black participants and those who had been
sterilized. Not having more Black participants in the sample limited my ability to analyze
intersections with race/ethnicity with regard to reproductive health care experiences.
Furthermore, another limitation of the qualitative study was that there was some difficulty in
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recruiting participants who had been sterilized. I attempted to find additional participants for this
subsection of the study sample through revised recruitment materials. Initially, the goal was to
have half the sample be those who were sterilized versus those who had not, but ultimately there
were fewer participants who had been sterilized than those who were not. Participants were able
to self-identify as physically disabled, so there was a range of types of physical disabilities
represented, although it is possible that some who may have been eligible to participate did not
identify as physically disabled or felt they were “not disabled enough” to participate. Despite
these limitations, the qualitative interviews with those with disabilities were used to expand upon
the differences in contraception found in the analysis of the NSFG data.
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Chapter 5: Conclusions and Programmatic Implications/Recommendations
In this section, I discuss the findings of this research in the context of their implications
for future clinical, programmatic, and research recommendations. Additional research should
explore in more depth how medical conditions may impact the desire to seek sterilization,
especially since in the NSFG, those with disabilities were less likely to report that they had had
all the children they wanted. Also, for the purposes of this study, the disability categories in the
NSFG were treated as mutually exclusive, but it is possible there are unique circumstances that
come with having more than one type of disability that should be studied. Future studies should
include those with more severe disabilities or in non-community settings to see if contraception
use and sterilization differ among these groups, and should also include those with intellectual or
developmental disabilities, especially since they are often left out of research. Moreover, the
NSFG does not indicate when the disability occurred in relation to certain contraceptive choices,
so additional studies should investigate further any changes that may occur in how contraceptive
decision-making is approached before and after the onset of a disability for those that became
disabled as adults.
Furthermore, given the historical context of forced sterilization, additional studies should
investigate the practices of medical providers doing sterilizing procedures to get a better
understanding of how a patient’s disability or medical condition may impact their decision to
provide this medical care. Finding the balance between practices that promote autonomy and
reduce coercion among patients with disabilities could lead to the development of decision-tools
or practice recommendations. The findings from the qualitative interviews highlighted the need
for better medical education about disability and the impact of medical conditions on
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contraceptive safety and use, better resources for patients with disabilities, and the creation of
more accessible offices and spaces.
This research contributes to the current field of research on reproductive health care,
particularly contraception and sterilization use, among people with disabilities. In many ways the
findings reflect what was already known about this population, but add additional knowledge and
directions for future programs and research. Like other studies, I found differences in
contraceptive and sterilization use between those with and without disabilities, as described in
prior sections. The current study did not find a significant difference between those with any
disability versus no disability in using any method versus no method in adjusted models, but
found differences in subgroups, indicating the need to look at disability subgroups and how
different disabilities may impact method use, something that was difficult to do in prior studies
that pooled fewer cycles of the NSFG.
Similarly, when looking at sterilization versus any other method, female respondents with
any disability type were more likely to have received sterilization, and this was particularly
strong among female respondents with physical disabilities, such as difficulty walking/using
stairs, dressing/bathing, as well as those who had difficulty doing errands alone. I found that the
greater odds of more effective contraceptive use among those with disabilities appeared to be
driven by the greater odds of sterilization. These results reflect other studies’16,17,18,21 findings
that those with disabilities were more likely to have received sterilization, especially those with
mobility, self-care, or independent living disabilities.
Also, the disability measures of the NSFG do not account for severity of disability and
likely exclude those with more severe disabilities or who are living in an institutional setting.
Future studies should include those with more severe disabilities or in non-community settings to
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see if contraception use and sterilization differ among these groups, especially given the context
of forced sterilization for those with disabilities that was unfortunately legal until a few decades
ago.23 Moreover, the NSFG does not indicate when the disability occurred in relation to certain
contraceptive choices. The qualitative portion of this study did ask about timing of contraception
use and when it occurred in relation to disability onset, but additional studies should investigate
further any changes that may occur in how contraceptive decision-making is approached before
and after the onset of a disability for those that became disabled as adults. Furthermore, the six
disability subgroups are not necessarily mutually exclusive, as someone can have multiple
disabilities. It is possible there are unique circumstances that come with having more than one
type of disability that were not explored in this study, so additional studies should assess how
multiple disabilities and combinations of disabilities may impact contraceptive decision-making
and use.
Furthermore, the qualitative findings largely reflect what has been described in prior
studies regarding barriers to accessing reproductive health care for those with disabilities, but
also gives additional context for decision-making and reasons for sterilization. The findings from
both the quantitative and qualitative portions of the study were triangulated to better understand
the results from each, with the qualitative portion filling in some of the gaps not able to be
analyzed using the NSFG. The qualitative interviews and analysis were able to explore in further
detail the experience of people with disabilities who received a sterilizing procedure, adding to
the knowledge about why those with disabilities may be more likely to receive sterilization.
While coercion from medical providers might explain some of the higher rate of sterilization
among people with disabilities, it was conjectured by participants that as disabled people, they
were able to convince a provider to do a tubal ligation or sterilization, when the provider
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otherwise may not have agreed to do this without them having a medical condition or disability.
While ultimately this may lead to the disabled patient’s ability to maintain bodily autonomy in
getting a desired sterilization, it is not clear how much medical providers consider disability as a
factor for granting the request for a sterilizing procedure. It is worth noting though, that two
participants still noted some uneasiness about the circumstances surrounding their sterilization
and how this may have related to their disability. Given the historical context of coercion,
discriminatory practices, and forced sterilization, these narratives are important to explore in
more depth, perhaps with a study involving only those who have been sterilized, among disabled
people and non-disabled people. Additional studies should investigate the practices of medical
providers doing these procedures to get a better understanding of how a patient’s disability or
medical condition may impact their decision to provide this medical care. The American College
of Obstetricians and Gynecologists states that “Ethical sterilization care requires access to
sterilization for women who request it, without undue barriers. It simultaneously requires
protections from unjust or coercive practices, particularly for low-income women, incarcerated
women, or any women whose fertility and parenting has historically been devalued or
stereotyped as problematic or in need of control or surveillance.”38 Finding the balance between
practices that promote autonomy and reduce coercion among patients with disabilities could be
further studied within an intersectional framework (e.g., considering race/ethnicity, social class,
gender), as well as with medical providers with the potential for the development of decision
tools or practice recommendations.
The findings from the qualitative interviews also highlighted the need for better medical
education about disability, better resources for patients with disabilities, and the creation of more
accessible offices and spaces. Disability as an issue has been approached through multiple

98

theoretical frameworks, such as the medical model and the social model. The medical model of
disability emerged from medicalization of illness and the biomedical approach to health in the
19th century.73 This approach centers disability in impaired bodies that need to be “cured” or
“fixed” by medicine and science.73 Disability rights organizations rejected the medical model in
the 1960s and 1970s and developed the social model of disability.73 Disability rights activists
using this model have argued that most of the problems involved with having a disability are
because of the environment or discriminatory social arrangements.73 They argue that these
arrangements can potentially be changed by social, legal, and institutional change.74 The social
model of disability includes material factors, such as housing, employment, and the built
environment (including physicians’ offices), which shifts the focus from the individual, as in the
medical model, to the environment, society, and culture.73,75 Medical education on disability has
become more of a priority in recent years and medical educators should ensure that it goes
beyond teaching the medical model of disability to include other approaches.76 Studies have
shown that a patient’s disability impacts provider impressions, expectations, and attitudes, and
that those with disabilities notice these provider differences in attitudes and care.76 Additional
education on disability is needed for medical providers, especially in the context of reproductive
health care, and removing assumptions that disabled people do not engage in sex or need
contraception. This is also true for specific medical conditions, such as spina bifida or cerebral
palsy, as some interview participants felt like their health care providers lacked disability- and
medical condition-specific reproductive health training and therefore had trouble providing
guidance that was appropriate for their disability or medical condition.76 Curriculums and
educational materials do exist on treating patients with disabilities77 and providing reproductive
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health care to patients with disabilities, but there is still more that is needed to reduce provider
bias and improve the reproductive health care experience for disabled people.
There is also a lack of data and consensus among providers on the safety of some
methods of contraception (e.g., IUD, combined oral contraceptive pills, and the shot) for those
with disabilities, making it potentially difficult for patients to choose what method might work
best for them outside of only what their provider might suggest. There is clearly a need for more
clinical data on safety of methods beyond CDC’s chart of U.S. Medical Eligibility Criteria for
Contraceptive Use for those with disabilities to be able to inform medical guidelines. Even
without any extra time, training, or resources, Dr. Iezzoni, a physician with a disability who has
published research on outcomes of people with disabilities, urges fellow physicians, as a way to
help build better communication between physicians and disabled people, to “first, make no
assumptions. Second, just ask persons with disabilities — about their needs, preferences, and
lives.”59 As described by several interview participants, having a provider who listens and does
not make assumptions can be seen as an enabler to accessing reproductive health care.
Furthermore, the inaccessibility of the built environment, including in medical offices,
remains a barrier for those seeking reproductive health care. Many medical offices are not in
compliance with the Americans with Disabilities Act (ADA), do not have accessible scales,
exam tables that are easy to get onto or off of from a wheelchair, patient lifts, or even accessible
waiting areas. In a world that was described as quite inaccessible by interview participants, it is
unfortunate that even medical offices are inaccessible, potentially leading to disabled people not
seeking care when needed. Additional education on how to make medical offices more
accessible as well as funding for making structural changes or buying new equipment is needed.
One study found that less than half of practice administrators knew that accessible equipment
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existed and only a fourth knew what equipment existed, indicating that knowledge of this
equipment and not just cost may be a barrier to medical practices having accessible equipment.78
There is a federal tax credit that exists to assist small practices with the cost of complying with
the Americans with Disabilities Act, but it is possible that knowledge about this tax credit is not
widely known.78
There is also a lack of disability-specific sexual and reproductive health education for
people with disabilities, with many individuals relying on peer social media groups or their
medical providers who did not have disability-specific knowledge to make decisions. This
education is especially lacking for adolescents and those with intellectual or developmental
disabilities,79,80 an area that was out of the scope of this dissertation. Future studies should be
done with researchers with expertise in conducting research in this area that include those with
intellectual or developmental disabilities, especially since they are often left out of research,
unintentionally potentially silencing them because the ethical implications of including them in
research are often deemed “too risky.”81 Interview participants noted asking peers with the same
disabilities about their contraception use in online forums or groups. While these online forums
and groups can be extremely useful for some, having specific resources for those with disabilities
could provide additional information to allow for more informed choices. Societal norms and
assumptions about disability have continued to shift, but there is still quite a bit to go before the
world sees disabled people as individuals with full, complex, and meaningful lives. Overall, the
findings of this dissertation lead to several implications for future programs and research that can
hopefully improve the reproductive health care received by disabled people.
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Appendix A
Pre-interview Survey Screening Questions
In order to be considered to participate in the interview we need to first collect some
demographic information.
1. Name:
2. Email address:
3. Phone:
4. What is your gender?
5. Were you born with a uterus?
a. Yes
b. No -> skip to end
6. Do you consider yourself to have one or more disabilities?
a. Yes
b. No -> skip to end
7. What is your disability?
a. Do you have serious difficulty hearing?
b. Do you have serious difficulty seeing, even when wearing glasses or contact lenses?
c. Because of a physical, mental, or emotional condition, do you have serious difficulty
concentrating, remembering or making decisions?
d. Do you have serious difficulty walking or climbing stairs?
e. Do you have difficulty dressing or bathing?
f. Because of a physical, mental, or emotional condition, do you have difficulty doing
errands alone such as visiting a doctor's office or shopping?
8. How would you describe your disability? (Select all that apply).
a. Developmental disability
b. Learning disability
c. Mental health or emotional disability
d. Physical disability
e. Sensory disability
f. Unseen or invisible disability
g. Some other way (specify:)
9. From among those selected in the above question, which would you say is your primary
disability?
10. Approximately how long have you had this [primary] disability, in months?
11. What is your age?
12. What is your race/ethnicity? (Select all that apply).
a. American Indian or Alaska Native
b. Asian or Pacific Islander
c. Black/African American
d. Latino/Hispanic
e. Middle Eastern or North African
f. South Asian
g. White
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h. Not listed above (specify)
13. What is your current relationship status?
a. Single (not in a relationship)
b. In a relationship, but not living together
c. Living with significant other (not married or domestic partner)
d. Married
e. Divorced or Separated
f. Widowed
14. Please indicate number of children you have ever given birth to.
15. Please indicate number of times you have been pregnant.
16. What country were you born in?
17. What is your highest level of completed education?
a. Less than high school
b. High school degree or equivalent
c. Bachelor’s degree (e.g., BA, BS)
d. Trade/technical/vocational education
e. Master’s degree (e.g., MA, MS, MPH)
f. Doctorate (e.g., PhD, EdD)
g. Professional degree (e.g., MD, JD)
h. Other(specify)
18. What is your employment status? (Select all that apply).
a. Employed part time
b. Employed full time
c. Student
d. Not currently employed
e. Receiving disability income (SSDI)
f. Retired
19. What insurance do you have? (Select all that apply).
a. Medicare
b. Medicaid
c. Employer health insurance
d. Marketplace (Obamacare) insurance
e. Veterans
f. Health insurance through union or professional organization Not insured
g. Other (specify)
20. What is your annual household income?
a. Less than $25,000
b. $25,000 to $34,999
c. $35,000 to $49,999
d. $50,000 to $74,999
e. $75,000 to $99,999
f. $100,000 to $149,999
g. $150,000 to $199,999
h. $200,000 or more
21. Have you ever used a method of birth control to prevent pregnancy or for another medical
purpose?
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a. Yes
b. No -> skip to end
22. Was it to....
a. Prevent pregnancy
b. Prevent disease/infection
c. Prevent both pregnancy and disease/infection
d. Another reason
23. What method(s) have you used in your lifetime? (Select all that apply.)
a. Pill
b. Patch
c. Ring
d. Implant
e. Injectable
f. Diaphragm
g. IUD
h. Tubal ligation/Sterilization
i. Partner’s sterilization/Vasectomy
j. External condom (male condom)
k. Internal condom (female condom)
l. Withdrawal
m. Fertility awareness methods (e.g., rhythm, calendar, beads)
n. Emergency contraception
o. Other: please specify
p. None -> skip to end
24. Did you use these methods to...
a. Prevent pregnancy
b. Prevent disease/infection
c. Prevent both pregnancy and disease/infection
d. Another reason
25. Which of these have you used in the past 30 days? (Select all that apply.)
a. Pill
b. Patch
c. Ring
d. Implant
e. Injectable
f. Diaphragm
g. IUD
h. Tubal ligation/Sterilization
i. Partner’s sterilization/Vasectomy
j. External condom (male condom)
k. Internal condom (female condom)
l. Withdrawal
m. Fertility awareness methods (e.g., rhythm, calendar, beads)
n. Emergency contraception
o. Other: please specify
p. None
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26. Did you use these methods to... (Select all that apply.)
a. Prevent pregnancy
b. Prevent disease/infection
c. Prevent both pregnancy and disease/infection
d. Another reason
If skip to end -> You are not eligible to participate in this study but we thank you for your
interest. If you have any questions, please email Gabrielle.deFiebre01@sphmail.cuny.edu.
You may be eligible for this study. Thank you for your interest and we will contact you shortly.
If you have any questions, please email Gabrielle.deFiebre01@sphmail.cuny.edu.

Interview Guide
Thank you for talking with me today about your experiences accessing health care, including
reproductive health care. First, I am interested in hearing more about your disability and your
experiences with the health care system.
Part #1: Disability and Experience with Health Care System
1. So let’s start with your disability(ies) and how it affects your day-to-day life. How does your
disability(ies) impact your day-to-day life?
o Probe: when became disabled.
2. Please think about any experiences you may have had with discrimination related to your
disability. With that in mind, please tell me about these experiences.
Thank you for sharing that.
3. In terms of your experience with the medical system, what have your experiences with doctors
or hospitals been like?
o How does/has insurance affected your experiences, if at all?
4. Please think about your last clinical encounter with a doctor or another healthcare provider.
What was this experience like?
The next set of questions will focus on your experiences accessing reproductive health care, like
birth control.
Part #2: Experience with Reproductive Health Care
5. In the survey, you shared that you have used [METHOD(S)] for birth control. With that in
mind, can you tell me about when in your life you first started thinking about using birth control?
o Probe: How did you decide what method to use?
o Probe: How did your disability influence your thinking, if at all?
6. Moving on from when you first started using birth control, according to the survey you have
also used [METHOD(S)].
o For each method used please tell me about...
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•
•
•
•
•
•

How you decided to use that method?
Any persons or places you went to for advice?
• (Probe: physician, family, friends)
What were the most important things about that method that made you choose it?
If anything made it difficult to decide on using a method?
How your disability impacted using this method, if at all?

7. You mentioned on the survey that you used [METHOD] in the past 30 days.
o So how do you feel about this method?
▪ Was this method your first choice?
• (If not) Why are you using it?
▪ What were the most important things about that method that made you choose
it?
▪ Tell me about how your disability impacted using this method, if at all.
8. Now, please think about when you have chosen birth control methods – can you tell me a bit
about that process, and whether or not other people’s opinions influenced your decision?
o How does your partner’s reactions or thoughts influence your decision on what to use,
if at all?
o How does your health care providers’ reactions or thoughts influence your decision on
what to use, if at all?
o Sometimes people are unable to use the birth control method they want because their
partner, family or doctor stops them from using it. If this has ever happened to you, please give
me an example.
9. Now we will move on from birth control to thinking about other reproductive care, like tests
or treatments for sexually transmitted infection, Pap smears, and pelvic exams. Please tell me
about any kind of barriers you may have encountered in accessing such care?
o Probe: insurance, doctor’s offices, transportation, doctor’s attitudes.
o Probe: How has your disability impacted these experiences, if at all?
o Tell me about the last time you encountered such a barrier...
10. Alternatively, how about any positive experiences you may have had that increased or
improved your access to reproductive health care?
o Probe: How has your disability impacted these experiences, if at all?
11. Finally, is there anything we have talked about that you would like to say more about
or that I should have asked about but didn’t? If yes, please tell me about it.
Thank you so much for taking the time to speak with me today.
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